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CELLF-CARE: THE ROLE OF SMARTPHONES IN DECISION-MAKING AND 
THE FORMATION OF HEALTH AND SELF 
BIANCA VANESSA BRACHO PEREZ 
ABSTRACT 
 Smartphone technology has transformed the process by which women understand 
themselves, manage their care decisions and access health information, while also 
creating a space for more integrated and individualized understandings of wellness.  
Using exploratory, semi-structured interviews (n = 27) and observation of phone use, this 
study examines how minority women in Boston engage with smartphones through health-
related mobile applications and web searches.  Drawing upon postphenomenology, I 
examine the way smartphones have become both a regulatory force and motivational tool 
in the formation of self.  I argue that the integration of smartphones into user identity 
positions them as the primary entryway for health decision-making (Garro, 1986, 1998) 
and patient-clinician interactions.   
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CHAPTER I: INTRODUCTION 
 
It was a Sunday afternoon, and the mall was teeming with people moving through 
in every direction, and I too found myself weaving through bodies and shopping bags.  I 
walked into the food court and sat down for a while, trying to focus and take notes on the 
sights, sounds and smells inundating my senses in a frenzied haze.   I found it difficult to 
channel out all the surrounding commotion, and after scribbling down a few notes and 
standing in line for a slice of pizza, I decided to leave the mall and try to enter again the 
next day, a weekday, hoping that there would be less of a crowd.  While the mall was still 
populated on a Monday afternoon, it was far more comfortable to navigate and leisurely 
walk through or sit down; among shoppers there was not a sense of urgency or rush to get 
to the next store destination.  On any given day, I would walk and observe.  Certain 
sounds people usually filtered out, I paid great attention to.  The echoes resonating off the 
lofty glass ceilings joined by the subtle blowing of the air conditioning were the initial 
sounds I heard.  Upon closer observation, the mall soundtrack became audible, and 
Mariah Carey would join this interior orchestra, crooning over speakers.  At every turn I 
caught conversations in different languages —Spanish, Hindi, French, Portuguese.  
Wheels of carts and suitcases rolled against the marble tiled floor, with shuffling sneakers 
and clicking heels accompanying.   
During the two months I visited the Galleria, I witnessed hundreds of people 
sitting, shopping, eating and otherwise wandering through the space on any given day.  
Many families came with their strollers and young children in hand, extended family 
	  2 
members also accompanying, as they wandered to the department stores while teenagers 
clustered together in posses waiting in line at the McDonald’s station.  Pairs of young 
women sat down to lunch in the food court touting their latest purchases in oversized 
shopping bags, while others sat alone eating out of plastic and styrofoam containers, 
immersed in their phone screens.   
These were the moments I observed most closely – people’s seemingly private 
moments in public spaces, their brief respite in the downtime after shopping sessions or 
during the lunch breaks of mall staff.  In most situations, people I observed had their cell 
phones in hand or within reach.  I watched as their fingers tapped and swiped across the 
screen, eyes fixated on whatever app or article or message appeared.  In the same manner, 
I often sat alone at a table with my phone out, checking it sporadically as I wrote notes on 
a small pad.  My appearance and mere presence at the mall was nothing out of the 
ordinary, as I too ate pizza in the food court or carried a shopping bag.  I was able to 
approach women as a peer, engaged in the same mall activities often wearing similar 
clothing.  In my discussions with them, I found myself relating to their responses, having 
used the same nutrition applications, performed many of the same searches, and sharing 
the same health fears, questions and curiosities that led me to search the web for answers.  
In learning about the preferences of women regarding self-care, smartphones, and the 
process of health, I also learned about myself, and the meaning of my own care decisions. 
With the proliferation of affordable mobile plans and devices, smartphones have 
become commonplace for a large segment of the population that may not have had access 
five years ago.  In exploring the ways women use their phones for health related 
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information, I also learned about the nature of their/our relationships with phones in 
general.  Smartphone applications have become integrated more and more into every 
facet of life.  The pressure to stay connected with friends and family has intensified with 
the development of new social media platforms.  Smartphones have now become the 
default device for day-to-day web browsing; they are never too far beyond reach, and 
they allow for instant access without the process of turning on and logging in.  The 
interface of the smartphones and mobile applications has evolved to both reflect and 
drive individual’s multimodal usage patterns, switching from finance to Facebook in a 
matter of minutes.           
While I recognized the need to understand how smartphones become a tool in 
navigating health and the health-seeking process as a whole, my initial interest in this 
research stemmed from my own family’s experience finding answers through Internet 
sources.  When I was about 14, my father was suffering from digestive problems, and by 
the time he went to see a doctor, his condition had gotten to the point where he suffered 
blood and nutrient loss.  Before his official diagnosis, I took it upon myself to investigate 
his symptoms on the Internet, and in 1998, there were not as many eHealth resources as 
there are today.  Through my research I found out about the condition ulcerative colitis, 
information which I shared with my family.  A few days later, my father received the 
diagnosis that he did in fact have ulcerative colitis, and he began receiving treatment for 
it.  In that moment, I realized the potential for using the Internet to take control of our 
personal health choices, to better inform and educate ourselves before, during, and after a 
clinical encounter.  
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A decade after my first major health searching success, countless websites and 
forums had emerged, targeted to the general public, those without any formal medical 
training.  Smartphones have further increased access, and I witnessed firsthand the 
importance of this access while working in community health outreach.  For three years, I 
worked for a major hospital in Los Angeles as an obesity prevention health educator 
among low-income Black and Latino families in Mid-City.  The program targeted these 
populations due to the high rates of obesity, diabetes, and related chronic conditions, and 
partnered with the local school system to provide a curriculum for both parents and 
students from elementary through middle school.  When creating lessons, workshops or 
other educational material, we had to be careful not to suggest going online for further 
information, in case families did not have access to the Internet in their home.  While I 
understood the reasoning behind it, my encounters with many of the parents, particularly 
the mothers, indicated that our assumptions of access were not entirely correct.  A 
majority of the mothers we worked with owned smartphones (even the most basic 
models), were able to access the Internet, and did so frequently.  Through this experience, 
I saw the potential for development of health-oriented mobile application resources that 
these women could benefit from, and the need for research with women about what and 
how they search.  Though numerous health applications exist, and it is known to be 
common practice to search Google for symptoms, lay treatments and home remedies, I 
wanted to learn more about how women conceptualize their health needs and find 
specific methods to address them – resulting in the research described here.   
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 In addition to identifying the health concerns of women and how they choose to 
manage their care, it is imperative that we understand how they interpret the information 
they do find.  Health literacy, as defined by the Office of Disease Prevention and Health 
Promotion’s site Health.gov, is “the degree to which individuals have the capacity to 
obtain, process, and understand basic health information and services needed to make 
appropriate health decisions” (Quick Guide to Health Literacy).  Questions of health 
literacy affect the type of information users encounter and the ways they use this 
information on their own and during a clinical encounter.  With health care delivery 
falling under specific payment structures and insurance plans, consumers, as with other 
commodities, can “price out” their options by researching and comparing treatments and 
services.  Health care consumers may bring information that physicians view as 
inconsequential or unreliable, while consumers demand that physicians recognize and 
integrate their choices in the treatment plan.  This in turn may lead to conflict during 
consultations, as the physician feels the patient does not regard his or her expertise as a 
source of authority.  Through my informant interviews, I examined the dynamic between 
patient, physician, and Internet health information, and learned the ways my informants 
use health information to supplement their clinical experience, while also educating 
themselves beforehand to alleviate worry, embarrassment or to avoid unnecessary visits.  
Using multiple theoretical frameworks (discussed in the following chapter), I will explore 
the role smartphones play in patient healthcare, arguing that their integration into user 
identity positions them as the primary entryway for health decision-making.   
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In Chapter Two, I trace the growth of smartphone access and ownership and its 
popularization in the U.S. market.  I locate the smartphone within postphenomenological 
theory, addressing issues of embodiment and intentionality, and mobile studies, 
extending Katz and Aakhus’ theory of Apparatgeist to the discussion of health-related 
information seeking.  I will also review Griffith’s work on the gendered construction of 
the “fit” body in Christian-American culture and its relation to women’s use of diet and 
fitness smartphone applications for body maintenance. 
In Chapter Three, I outline my research design and methods, detailing the process 
of site and sample selection.  I present demographic details as well as accounts of my 
interactions with informants, as well as highlighting the strengths and limitations of my 
recruitment process.   
In Chapter Four, I address the smartphone’s role in identity construction and 
mediation of social interactions.  I define the smartphone as a modern fetish object and 
what is meant by informant conceptions of phone “addiction.”  I explore how the 
smartphone facilitates/mediates communication and relationships for women, especially 
long-distance, and its significance as a “wall-window” (Wellner).   I examine the ways 
women in this study repeatedly related the ease, convenience and vital role of 
smartphones in daily life and use the notion of “faceted identity” (Farnham and 
Churchill) to explain the depth of integration the smartphone reaches in the construction 
of cellf1.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 A term I have developed through my data analysis to capture the process of identity-building through smartphone 
interaction.  
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In Chapter Five, I focus on my informants’ most prominent health-related 
activities via smartphones.  I explore the various applications (apps) and modes of 
smartphone use my informants preferred for their self-care management, and how this 
notion of self-care fits within the Foucauldian framework of self-care.  Finally, I examine 
the way diet and fitness dominate informant understandings of health—often in 
connection with beauty and fashion—and how social media apps motivate these health 
behaviors through instructional photos and videos. 
In Chapter Six, I discuss how availability of health information through mobile 
websites and smartphone applications educates and empowers women by allowing access 
to medical information and support among web communities.   I will also show how 
smartphones have provided web capability to women who may not have access 
otherwise.  I follow the ways my informants use their phones as a point of immediate 
web access to assuage their fears of potential illness or injury, and to consult before 
and/or after a clinical encounter. 
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CHAPTER II: BACKGROUND 
 
Smartphone technology transformed the process by which women understand 
themselves, manage their care decisions and access health information, while also 
creating a space for more integrated and individualized understandings of wellness.  
There is a wealth of ethnographic literature concerning health information seeking as well 
as the use of smartphone devices, however in my review of the literature, I found no 
ethnographic studies addressing the way people use smartphones to search for health-
related information.  Ethnography contributes a level of richness and depth to qualitative 
data, uncovering themes through nuances in spoken language and physical presence, 
qualities which may escape other forms of data collection.  While this study focuses on 
minority women, its findings may apply to other demographic groups by providing 
insight into the relationships individuals develop with their phones, the content and 
methods of information access and how these interactions mediate or otherwise influence 
the process of decision-making.    
Over the past decades the field of mobile communication studies has grown 
significantly, building research through interdisciplinary approaches that address the 
many facets of the mobile device.  Earlier work focused on the communicative nature of 
mobile use, through ethnography (Höflich & Hartmann, 2006; Horst & Miller, 2006) and 
social scientific practice (Goggin, 2006; Katz, 2008; Katz, 2011).  Recent literature has 
focused on the convergence of new media, entertainment and social features of the 
smartphone and its effects on existing social constructs as well as formation of new 
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cultural phenomena (Davis, 2010; Ling, 2010; Powell, 2012; Hjorth, Burgess & 
Richardson, 2012; Wallis, 2013).  Yet it is not always easy to study mobile devices.  For 
researchers, the familiarity and pervasiveness of mobile devices presents particular 
challenges.  As Oksman points out, they  
are already living amidst the studied phenomenon.  In a situation like this, the 
researcher leads ‘a double role’ that – in addition to making observations and 
analysing the lives of fellow human beings as an outside observer – also involves 
living amidst the phenomenon and becoming a part of it, for instance as a user of 
the mobile phone and the Internet. One of the challenges of this type of research 
thus constitutes eliciting empirically interesting results from a familiar everyday 
setting. (2005, p. 105) 
 
While the novelty of smartphones has diminished as they have become more easily 
attainable, current research focuses on how users have incorporated smartphones into 
daily life, attempting to understand the meaning behind modes of use in each context.  
Combining several technologically-centered theories along with data on mobile usage, I 
build the foundation for my exploration of minority women’s health-related searches 
through their mobile devices.  
Rise of the Smartphone 
 Though cell phones entered into the global market in the 90s, it wasn’t until the 
following decade that ownership became widespread.  According to Pew Research 
Center’s Internet & American Life Project (2013) data, 53% of American adults owned a 
cell phone in the year 2000.  While the demand increased for newer, faster, sleeker 
devices with enhanced features, a new niche within the mobile market developed.  The 
“smartphone” emerged as Internet functionality became integrated into mobile devices.  
Smartphones provided capabilities beyond talking and texting, allowing users to connect 
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on a new level.  In 1999, the era of the BlackBerry began, a cell phone with email and 
rudimentary Internet access catering primarily to businessmen and women in the U.S.  
During the mid-2000s, the term “CrackBerry” came into popular use as people began to 
use the devices so often that it became a necessity to the point of “addiction.”  Palm and 
Windows also shared the smartphone market and developed their own devices, yet did 
not develop the same cultural significance as BlackBerry within the mobile market.  
However in 2007 with the release of Apple’s iPhone and the first Android in 2008, 
smartphones gained popularity outside of the business realm, becoming even more 
embedded into the modern cultural fabric.   
The Pew Research Center has tracked the growth of Internet use on cell phones in 
the U.S. since 2009, collecting data through phone and online surveys.  In 2009, 31% of 
cell phone owners used their phones for email or Internet, rising to 47% in 2011 and 63% 
in 2013 (Duggan & Smith, 2013).  Among cell Internet users, 34% “mostly use their 
phone to access the Internet, as opposed to other devices like a desktop, laptop, or tablet 
computer,” categorized as “cell-mostly Internet users,” and they account for 21% of the 
total cell owner population (Duggan & Smith, 2013).  Notably, non-white, young adults, 
and users with relatively low income and education levels are particularly likely to be 
cell-mostly Internet users.  Smartphones have also become affordable in purchase price 
and plans.  Plans with data included have become more affordable, with most companies 
offering prepaid, no contract and pay-as-you-go options, all for about $30 to $60 per 
month.  Due to the large, growing market in the developing world and mass production of 
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generic, off-brand devices, a third of American consumers who could not previously 
afford a smartphone may be able to (Honan, 2014).  
Even in resource-poor developing countries, mobile technology is widespread.  
According to Pew Center Data, more than half of the population in each of the 24 
emerging and developing nations2 surveyed say they own a cell phone.  In regions where 
people may not have electricity in their home, much less a computer, mobile phones are a 
critical resource.  Across the 24 countries, “a median of only 23% say they have a 
working landline telephone in their house, including as few as 1% in Ghana and Kenya. 
Instead, many emerging and developing nations have skipped landlines and moved 
straight to mobile technology” (Pew Research Center, 2014).  Similarly, among 
populations in the U.S. without stable housing or the means to register a landline, own a 
computer and set up regular Internet, smartphones provide the functionality of all three. 
Construction of the “Cellf” 
 
  An extensive body of literature exists concerning the interactions between humans 
and technology, addressing the way machines and devices augment, enhance or otherwise 
interface with individuals on mechanical, cognitive and sensory levels.  To address the 
interface between users and their mobile devices, I turn to the studies in 
postphenomenology that have developed over the last decade.   
Developed largely by German philosophers Husserl and Heidegger, phenomenology 
addresses the nature of consciousness and experience—how we experience and the way 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  2	  China, Jordan, Russia, Chile, S. Africa, Malaysia, Egypt, Tunisia, Turkey, Lebanon, Venezuela, Argentina, Kenya, 
Bolivia, Senegal, Brazil, El Salvador, Ghana, Nigeria, Indonesia, Philippines, Mexico, Uganda, Pakistan	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we direct experience toward objects in the world.  In his work, Merleau-Ponty 
emphasized embodiment, referring to the physical presence of our bodies as the basis of 
being in the world.  Csordas (1993, 1994) extended the meaning of embodiment to the 
study of anthropology by synthesizing embodied experience and cultural meanings into a 
“cultural phenomenology.”  Expanding upon phenomenology’s focus on the experience 
of the individual, postphenomenology seeks to understand the way “technologies mediate 
the human experience, of oneself, other, and our lifeworld” (Ihde, 2008, p. 8).  According 
to Wellner, postphenomenology “undertakes the position that technology mediates a 
worldview for us” (2011, p. 78).  Where phenomenology focuses solely on the experience 
of the individual, postphenomenology addresses the interplay between technology and 
the individual, and how that affects the lived experience. 
The figure of the cyborg speaks to this interplay, and in postphenomenological 
studies functions as a way to understand what it means to be human in a culture saturated 
with technology (Verbeek, 2008).  Furthermore, we can understand the functional ability 
of technology to enhance and develop humanity as “cyborg intentionality.”  This 
challenges the idea that technology would not exist without humanity, rather, it argues 
that without the tools that advanced human culture, we would not have developed our 
humanity without technology.  Verbeek distinguishes three types of cyborg intentionality 
that each blend the human and technological: 
Technologically mediated intentionality occurs when human intentionality takes place 
“through” technological artifacts; hybrid intentionality occurs when the technological 
actually merges with the human; and composite intentionality is the addition of 
human intentionality and the intentionality of technological artifacts (2008, p. 387) 
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With the implantation of a pacemaker or artificial valves in the human heart, technology 
merges with the body synthesizing a new entity, an example of hybrid intentionality.  In 
composite intentionality, technology interprets reality through its own intentionality, 
while humans use these technologies.  During conversations, humans focus on voice of 
the other person and channel out other noises, whereas when using a recording device, all 
the noises in the room come out in the recording, the conversation as well as the 
background noise; the recorder reproduces the conversation, and we as humans 
understand this as a technological interpretation of reality.  Though each type of 
intentionality can explain a component of the human-smartphone relationship, I will 
focus primarily on mediated intentionality (p. 389).   
Through mediated intentionality, we can understand the mechanisms by which 
smartphones help us navigate our physical and social worlds.  When we speak into the 
phone it becomes an extension of our body through amplifying our vocal reach 
(embodiment through incorporation); we interact with the smartphone every time we use 
an application (terminus of experience through interaction); smartphones can also provide 
representations of reality, providing satellite imaged maps or weather reports based on 
our locations, substituting the physical terrain or a value indicating the experience of heat 
or cold  (hermeneutic relation through interpretation).  The postphenomenological 
approach provides a framework to explore the phone as a health navigation tool; our 
interactions with phones have grown in complexity, beyond speaking and texting, and 
through this framework we can explore the benefits and consequences of positioning the 
phone as an intermediary between health and self.  In order to understand the way 
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smartphones have mediated the relationship between the body and the outside world, we 
must also understand how bodies are understood within the context of this study.  The 
bodies represented in this study are female, and possess a unique relationship with 
smartphones, as gender shapes both the cyborg intentionality and the focus of content 
accessed through the phone.  Western, American culture has continuously constructed 
and reconstructed visions of an idealized female body, and women have responded by 
both conforming to these ideals and reimagining them.  
  While countless publications across disciplines address the female body, 
Griffith’s Born Again Bodies (2004) traces the process of body “making” within the 
context of Christian, U.S. evangelical ideals.  She investigates the belief in physical 
appearance as an indicator of an individual’s character and value.  Fitness and thinness 
mark the embodiment of religious devotion and physical discipline, signifying restraint 
from sinful excess and indulgence.  Fatness represents gluttony and is “the embodied 
mark of disobedience and distance from God” (p. 166).  The core of Griffith’s 
investigation is a     
concern for the multiple ways in which body type, among assorted possible signifiers, 
has come to seem a virtually infallible touchstone of the worth of persons about 
whom one knows nothing else, as well as the value— indeed, the deepest truths— of 
one’s own self: a vital component of subjectivity (p. 7).   
 
The value imbued in one’s appearance permeates all of their social interactions, from 
initial perception to subsequent reflection.  There is a preoccupation to construct a body 
that reflects our “true self,” one that is representative of the qualities we hold in high 
esteem.  The construction of body, as Griffith points out, is also part of the construction 
of subjectivity.  The smartphone, as we will see in Chapter 5, mediates this process of 
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construction with an emphasis on themes of diet, fitness, nutrition, fashion and beauty.  
The amount of preoccupation with body form supports Griffith’s assertion that “bodies 
are not ‘natural’ in any simple sense but are made, through extensive cultural work, to 
seem that way: that is, they are ‘naturalized’” (p. 10).   
Though we are born with our bodies in a “natural” state, the moment we enter the 
world, our bodies immediately become transformed by the people around us; from the 
person who cuts the umbilical cord, nurses who take our vitals, the doctor who may 
perform a circumcision, and even the first item of clothing our parents decide to put on 
us.  Each stage of life poses a new dilemma of how to re-create the body, and more so, 
how to attain a “well” body, our physically best self.  With the integration of mobile 
technology, the construction of personal wellness has shifted to a construction of what I 
term, “cellf-health” —the continuous process of health identity formation through 
smartphone-mediated interactions. 
Embodiment Through Machines 
Extending the discussion of postphenomenology, I will also analyze the ways 
smartphones, specifically through their applications, embody their users.  Wellner 
expands upon embodiment relations and the ways technologies “become part of our 
‘body schema’ while amplifying and reducing certain aspects of reality” (2013, p. 1).  
Microphones connected to speakers, for instance, amplify our voices, while sunglasses 
reduce the glare of the sun.  However, Wellner argues that classical notions of 
embodiment do not sufficiently address the complexity of human-tech relations, and 
suggests that the act of “reading” mediates this relationship, synthesizing a hermeneutic 
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embodiment (p. 4).  Wellner likens this reading to the way a thermometer turns the sense 
of hot or cold into a numerical, readable form.  In Chapter 5, we will explore hermeneutic 
embodiment through Mary’s FitBit device.  A sensor worn around her wrist tracks her 
physical activity and transmits the information into “readable” metrics on her phone, 
which then notifies Mary of how many more steps she needs to take to fulfill her daily 
quota.  Both the phone and Mary read one another—the phone reads Mary’s activity 
levels through the FitBit and “translates” it into a numerical language, which Mary then 
reads and interprets as a change in her overall health status.  Incorporating Foucault’s 
discussions of self-care and bodily sovereignty, this becomes a way to self-regulate one’s 
body and own the process of health improvement, possessing the quantitative measures 
of progress.  The experience of owning a smartphone carries both functional and 
symbolic value for users, much in the way a fetish object holds significance beyond its 
material state.  However the smartphone also symbolizes our attachment to material 
commodities, which Taussig and Marx expand upon with the concept of commodity 
fetish.  While some may criticize the use of smartphones in health matters because of its 
commodity status, healthcare itself, particularly in the biomedical sense, is a commodity 
that we buy and sell in many different forms.  In this sense, then, the smartphone is even 
more well-suited to navigate the process of healthcare as it relates to the exchange of 
goods and services, providing alternative routes to care without “buying in” to a clinical 
system.        
In order to understand the way people use their phones, as well as the value and 
utility they place upon them and their patterns of usage, we must understand implications 
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of smartphone usage beyond the individual user experience.  Katz and his colleagues 
explore these issues in practice within a larger cultural context in Machines that Become 
Us, a collection of essays navigating our relationship with technology socially, 
psychologically and cross-culturally.  While the authors focus primarily on the 
communicative aspects of mobile use, talk and text, we can still apply their conceptual 
approaches to smartphone usage within the larger discussion of humans and machines.  
Katz concludes the book by summarizing the meanings behind the central questions of 
the research presented:  
(1) technologies that enable one to be represented to other people or entities; (2) the 
physically integration of technology in the immediate social sphere and physical 
environment, even to the point of physical incorporation; and (3) machines as 
expression of fashion and reflections of the self (2003, p. 319).   
 
He goes on to explain how the essays present evidence of machines becoming us on three 
levels, as “(1) our representatives at a distance; (2) important parts and reference points in 
our self-concepts; and (3) meaningful accoutrements to our self-creation and symbolic 
interpersonal communication.  Throughout, they serve both function and fashion 
purposes” (p. 322).  Self-creation occurs not only through an embodied experience with 
mobile devices, but also within the social space of the world a visual identifier in the 
realm of fashion.  Smartphones enable representation through multiple platforms—
traditional talk and text communication, social media, and application integration.  
Furthermore, advanced camera capabilities deepen these relationships through 
audiovisual simulacra.  While I have focused on the theoretical identifications between 
individuals and their smartphones, I will continue my discussion through a more applied 
	  18 
approach, addressing how mobile users access health-related data and their preference for 
one method or another based on their specific health needs. 
Mobile Studies 
The literature I have presented thus far defines mobile devices in terms of their 
relationship with the individual and within a defined cultural context.  What drives the 
phenomenon, and why have we become so enmeshed in this mobile network?  Katz and 
Aakhus provide us with an explanation using the concept of Apparatgeist—literally 
“machine spirit”—in their book Perpetual Contact (2002).  As one of the seminal works 
in mobile studies, many authors have used the Apparatgeist to frame their research within 
a larger theoretical discussion (Kamaleddin, 2009; Thokchom, 2012; Tojib, Tsarenko & 
Sembada, 2014; Li, 2014; Miller 2014).  Katz and Aakhus define Apparatgeist as the  
spirit of the machine that influences both the designs of the technology as well as 
the initial and subsequent significance accorded them by users, non-users and 
anti-users….[It] ties together both the individual and the collective aspects of 
societal behavior.  That is, the cultural situation and the limitations of extant 
technology determine individual behavior, which also takes place within a group 
or collective (Katz & Aakhus, 2002; p. 329). 
 
Innovations in smartphone technology and marketing schemes have pushed for greater 
integration of mobile devices into daily life.  While users decide to what degree they 
allow this integration to occur, certain components like social, geolocative and multi-
media have become standard, universal features of smartphones worldwide.  Extending 
apparatgeist to the discussion of health-related information seeking, we can examine how 
the rise of the smartphone, and more importantly the rise in access to smartphones among 
previously underrepresented groups, has prompted a marked increase in mobile health 
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searches.  I will discuss how smartphones have encouraged health searching through 
unconventional outlets, such as the Pinterest and Instagram platforms, and how the 
existence of these apps has greater implications for health intervention strategies as well 
the development of cellf.       
I began this chapter presenting data on smartphone ownership and usage, noting 
that the availability of more affordable plans has allowed for young, minority and low-
income users to gain access.  Tracing this data further, we find that among smartphone 
owners, 52% gather health information on their phones.  Smartphone owners who are 
Latino, African-American and between the ages of 18-49 are also more likely to gather 
health information this way as opposed to computer searches or other non-digital 
information outlets (Fox & Duggan, 2012).  This has immediate implications for my 
research, as my study sample consists of Black and Latina women between the ages of 18 
and 78 years old.  Women and those between the ages of 30-64 are more likely than other 
cell phone owners to have signed up for health text alerts (Fox & Duggan, 2012).  
Additionally, the health challenges faced by women are unique with regard to 
reproductive health care and their role as the primary caretakers for their children or other 
family members.   Literature suggests women take responsibility for getting health 
information for themselves while acting as intermediaries between health systems and 
their social networks, as expressed in Derose’s work (2000).  She found that among 
Latino immigrant populations, women  
are often the main point of contact between the health care system and family 
members and thus must face […] barriers frequently. Women in many countries 
are seen as “gatekeepers” to child and family health and in Latin America, women 
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play a pivotal role in forming and using social networks, particularly as economic 
crisis advances.” (p. 80)  
 
Chapter 6 will detail the processes and challenges women face when bringing this 
information into a clinical setting, as well as the care choices they make on their own, 
either for themselves or their family members. 
In addition to convenience, privacy is a great benefit for accessing health 
information through the smartphone, especially when addressing embarrassing or 
stigmatized information.  Mitchell et al.’s study on teenagers with different sexual 
orientations and the ways they access sexual health information finds that smartphones 
provide more security than computer-based Internet access when searches can be done in 
private (2014).  Privacy may be more of a concern among teens and adolescents who feel 
they need to hide sensitive information about their sexuality and sexual health from peers 
and family members.  However it is important for women at any age to be able to safely 
and discreetly access health information via the Internet, especially if it is their only 
outlet.  Often these searches lead to further consultation with a health provider; in 
Chapter 6 I will provide examples of my informants’ experiences bringing health 
information they found online into their clinical consultation and how their physician 
responded.  Using Foucault’s works on knowledge and power and Bourdieu’s concepts of 
habitus and capital, I will examine the tension that arises when clinicians privilege 
biomedical knowledge over the “lay” knowledge my informants bring to them.  Through 
the use of smartphone information, however, I demonstrate how my informants have both 
worked within the constraints of medical systems while challenging the knowledge-
power hierarchy (Kirmayer, 2013).   
	  21 
Conclusion 
The recent creation of the term “mHealth,” the delivery of healthcare services via 
mobile devices, marks a recognition of the impact mobile devices have had in healthcare.  
The related term “eHealth” refers to “intersection of medical informatics, public health 
and business referring to health services and information delivered or enhanced through 
the Internet and related technologies” (Eyesenbach, 2001).  Similarly, mHealth  
stands for mobile-based or mobile-enhanced solutions that deliver health. The 
ubiquity of mobile devices in the developed or developing world presents the 
opportunity to improve health outcomes through the delivery of innovative 
medical and health services with information and communication technologies to 
the farthest reaches of the globe. (The mHealth Alliance) 
 
While eHealth’s definition underscores its role in business and medical structures, 
mHealth’s definition foregrounds its expansive reach and potential for widespread 
improvement of health outcomes.  Their link to formalized health systems frames both 
definitions, with an expressed interest to “deliver services.”  These systems are aligned 
with business partners who are the purveyors of the software and technology.  As such, 
much of the tech- and net-related literature on health grows out of provider-based 
initiatives to study the way patients use the Internet to search for health information or 
how a particular mobile app improves adherence or disease management, usually through 
intervention or observational studies within a controlled environment.  However, few 
studies exist that assess the impact from the patient’s perspective, their sense of self and 
web-health’s bearing on decision-making.  In this study, I move away from using the 
terms m- and eHealth in order to allow broader definitions of what it means to use 
mobiles devices to address health, redefining it through my informants’ experiences.    
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CHAPTER III: METHODS 	  	  
In this chapter I will elaborate on research design rationale, implementation and 
modifications that emerged during the course of implementation, and analysis of the data.  
My study is designed to explore how participants make sense of their health needs (and 
the health needs of those close to them) by using a mobile device.  To do this I utilized 
qualitative methods—specifically semi-structured interviews; along with participant 
observation of Black and Latina women using their devices in a public setting.  I was 
interested in the stories participants told about their experiences of using mobile devices 
for their specific health questions or concerns, as well as their relationship to these 
devices in general.   
The data I collected reveals how and why individuals interact with their mobile 
devices: to gather health information or for some process of decision-making.  I also 
sought to gather data related to how often they do so; the types of information they seek 
and their specific methods; their relationships with their phone and technology, and how 
they use Internet information in relation to visits with professional medical providers. 
The Institutional Review Board at Boston University School of Medicine approved the 
study, and intensive data collection took place between June and August of 2014. 
Sample Selection 
I planned to recruit between to 20 and 30 participants from a wide variety of 
women, in terms of age, SES and education, to capture a diverse set of perspectives.  I 
specifically looked for women who fulfilled three criteria: Latina or Black (“Latina” 
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defined as a woman of Latin American or mixed ancestry and “Black” defined as a 
woman of African or mixed ancestry either from the U.S. or another country of origin), at 
least 18 years old, and owned a mobile phone.  I wanted a sample large enough to span 
age groups in order to determine if there were significant differences in usage between 
them, yet small enough to be able to analyze the data in a timely manner.  I predicted that 
searching among younger, college-aged women would focus more on personal health 
matters (sexual health, dermatological questions, diet and nutrition), that women in their 
late 20s through 40s would focus on information for themselves and their children 
(pregnancy care, childhood illness), and women over 50 would focus on prevention of 
chronic disease (heart disease, diabetes, osteoporosis, etc.)  That said, although I hoped to 
interview informants of different age groups or cultural backgrounds, I did not set quotas 
for any particular group, as I did not want to limit my chances of interviewing willing 
informants or bias the data unnecessarily through my sampling technique.  I conducted a 
total of 27 interviews with women at the CambridgeSide Galleria, a large urban shopping 
mall in the Boston area.   
Since my interview process involved short, anonymous, one-time conversations, it 
was also necessary for me to recruit a large enough sample to have adequate data for 
comparative and thematic analysis.  Though the interviews ran no longer than 15 
minutes, each one provided some additional insight into my research question. I 
conducted interviews until I reached thematic saturation, determined when no new ideas 
emerged from the data (Francis et al., 2012).  
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  Due to the exploratory nature of my study I relied on convenience sampling, a 
technique that selects subjects based on their accessibility and proximity.  Through 
convenience sampling, under time and resource constraints I was able to observe trends 
among participants that would inform research on a larger scale in the future.  Bernard 
(2011) discusses the usefulness of convenience sampling in a study of women who had 
witnessed or experienced female genital cutting.  He explains that 
we wouldn’t put much stock in the fact that a specific percentage of the women 
reported sexual problems or relationship problems with various members of their 
family, but the list of problems is very instructive because it is the basis for more 
in-depth research. (p. 144)   
 
In my study, I was concerned with collecting a range of experiences from the women I 
interviewed, and not necessarily with measuring the frequency of any one experience in 
particular.  Though the specifics of health-searching via smartphone varied from woman 
to woman, I found that each experience spoke to concepts representative of larger themes 
of phone connectedness, attaining a “well” body, and health decision-making.	  
Field Site 
In developing this study, I hypothesized that women of color with less access to 
formal health care might rely more heavily on obtaining health information through 
smartphones, Though I chose to focus on a specific demographic, I needed to further 
define the setting and pool of potential participants in order to continue with the process 
of IRB approval.  Selecting to interview Black and Latina women in the Boston area with 
cell phones would not limit me to any particular place or space.  Nevertheless, I struggled 
with deciding on a location that I could visit regularly and find a large, yet diverse, pool 
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of possible study participants.  I considered standing outside local supermarkets, 
community colleges, community centers and clinics, yet I thought I might increase my 
chances of speaking with people in a more leisure-oriented environment.  I decided to 
focus on shopping malls, not only for the high degree of foot traffic and potential for 
willing participants, but also for the nearby enclosed space with seating areas where I 
could conduct on-the-spot interviews.  I initially planned to walk through the South Bay 
Center in Dorchester, Massachusetts and the South Shore Plaza in Braintree, 
Massachusetts and look for women holding or using a cell phone.  
During the process of IRB approval, I made several adjustments to my initial 
plan, including a reevaluation of my proposed study sites.  The South Bay Center, while 
located in a neighborhood with a large population of Black and Latino residents, did not 
have the seated gathering space of an indoor mall, nor was it enclosed.  The South Shore 
Plaza was too far from Boston, about 12 miles (approximately a 20-30 minute drive), and 
thus was not as convenient for women who live in the city and may rely primarily on 
public transportation.  I decided upon the CambridgeSide Galleria, located in East 
Cambridge along the Lechmere Canal off the Charles River.   
CambridgeSide is one of the few indoor shopping facilities located within a short 
train or bus ride from Boston proper.  It is also the only mall in the Boston area with 
direct access by boat, with areas for visitors to dock.  CambridgeSide caters to families 
and younger clientele residing in the Cambridge/Boston area, with anchor stores like Best 
Buy, TJ Maxx, Macy’s and Sears.  The Prudential Center, another mall located in the 
heart of Boston, consists of stores that are considered more high-end retail stores, 
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catering to tourists and professionals who work in businesses in and around the center.  I 
conducted preliminary site visits to confirm my choice in location, and observed many 
women who would fit my study criteria in terms of racial demographics, several of whom 
I noticed were engaging with their smartphone.  I sat on the benches outside of the Best 
Buy and TJ Maxx stores to record characteristics of the women I saw and their cell phone 
use.  Two Black women in their 40s or 50s wearing hijabs walked by with their phones in 
hand, though I was unable to make out the model.  Several women sat down to rest and 
use their cell phones; a Latina woman in her early 30s sat next to me while talking in 
Spanish on her Android smartphone.  Another Latina woman in her early 40s, 
accompanied by her mother and young son, also spoke in Spanish on her iPhone.  I found 
many bench areas and tables at the food court where I would potentially be able to 
conduct interviews, and sat down near a table of three Black women speaking an African 
dialect of French, though none had their phone out.     
I planned to visit the Galleria mid-afternoon on Saturdays, Sundays, and rotating 
weekday evenings, in order to recruit women who might work during the Monday 
through Friday schedule.  However, when I visited the mall before beginning my official 
interviews, I found that the weekend days were crowded, and it was difficult to find areas 
to sit and observe.   The general noise level was also louder, which could potentially 
affect the interview recording and the nature of my interactions with people.  The days 
and times I visited were usually around 3 pm Sunday, Monday or Tuesday, which proved 
to have enough people for sample selection, yet during times when there was not an 
overflow of people.  Additionally, people tended to remain sitting for longer periods, 
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perhaps because they did not feel rushed by the crowds.  It was during this “downtime” 
from shopping, when women sat alone on their phone, talking with each other, eating or 
relaxing outdoors that I approached them for an interview.  Generally, I sat at the food 
court tables, both the indoor and outdoor areas, and observed the people around me, 
paying close attention to the women and what they were doing.  Other times I walked 
around the food court and outside around the perimeter of the docking area, where people 
sat around at the benches and on the grass.	  
Interview Plan 
I planned to walk through the mall and approach women I observed with their cell 
phone in hand or visible.  My IRB protocol was determined exempt,3 allowing me to 
approach women more easily, which would be crucial in situations where they had to 
leave earlier than anticipated or were only available for a limited time.  Though I wanted 
to find data on smartphone use, I did not want to exclude women who used “regular” cell 
phones in order to learn about why they owned that type of phone, and also how it 
affected their health seeking process.   I introduced myself and explained my study, and if 
they agreed to speak with me, I sat with them at their table or stood in an area away from 
the crowds.  I used my own iPhone to record the interview, holding up a small 
microphone connected through the headphone input.  During or after the interview, I 
conducted a kind of participant observation, in which I asked the women to show me the 
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  Due to the large sample pool, anonymous interview process and low risk for harm to participants, I did not have to go 
through any process of informed consent.	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way they use their phone to access health information, either through a specific app they 
liked to use or the process they went through on a search engine.   
Through each interview, I asked if they used a smartphone for accessing health 
information and in what ways.  I would find out the applications they used, the frequency 
with which they did so, if they went to specific websites, the reasons behind their search 
choices, and how they used information before, during or after a clinical consultation.  If 
they did not use their phone in this way, I asked about the reasons for this as well.  I also 
asked about the criteria they used to determine the quality of the information and which 
tools or applications were their most valued sources of information. Additionally, I 
wanted to find out whether they looked up information for other people (children, family 
members, friends).	  
The Interview Process 
To initially test my interview questionnaire, I walked through different stores 
speaking with women store clerks, seeking to understand some of the ways they used 
their phones for health information.  I visited H&M, TJ Maxx and Sephora, speaking 
with the women while they rang up my items at the sales counter.  The women working 
at these stores reflected the demographic of my proposed study population—primarily 
Black and Latina, and ranging in age from 18 to 50.  My visit to Sephora proved most 
informative; I consulted one of the store clerks to suggest a lipstick that would suit me, 
and after she suggested different shades, I redirected the conversation and briefly 
explained my research.  I asked if she used any health-related apps on her phone, and 
though she had several, she did not use any of them, but instead opted to collect Pinterest 
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posts on fitness via her smartphone.  This process helped me refine the questions I had 
drafted and find new ways to ask them, since I had not included Pinterest or Instagram as 
examples of health-related apps in my original interview plan.  It also confirmed some of 
the hypotheses I had about the types of responses I might receive from women and gave 
me new insight into possible topics and themes that might emerge in future interviews.   
I had planned to use a formal a guide to proceed with interviews, and also ask 
participants to self-report anonymous demographic information on a separate survey. 
However during the preliminary interviews I found this was an impractical approach for 
the format and setting, so I modified my research design and instead I carried out 
interviews as informal conversations.  I also recorded voice memos and wrote notes after 
each conversation, so that I could remain engaged with the women while I spoke to them 
rather than breaking eye contact or stopping observations of their smartphone app 
demonstrations.  I am confident this was especially helpful in building rapport in such a 
short amount of time, which was crucial to getting the women to feel more comfortable 
speaking with me and to describe their practices in greater detail.  Through the post-
interview notes, I was able to triangulate the transcript data with my own observations 
and reflections.   
After I shifted my research design to make it more feasible and attuned to the 
nature of the brief conversations participants were willing to participate in, I included 
questions about demographic information within the interview conversation itself, 
primarily related to age, occupation, and ethnic background.  Though I held the position 
of a researcher, my identity as a young woman, student and person of color allowed me 
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entry into conversations with some informants more easily.  While several women shared 
their status as college students or mentioned previous schooling, I chose not to collect 
information related to social class, specifically education level and income.  Some of 
these internal barriers may have been a result of not wanting to come off as an intrusive, 
impolite researcher; I wanted to be someone they could relate to.  By not asking such 
culturally loaded questions in brief informal conversations, I was choosing to make 
deductive assumptions based on physical and linguistic markers, but I was also assuming 
that some women might not feel comfortable speaking about these topics.  Guy and 
Newmeyer (1989) discuss the way class markers, particularly sociolinguistic divisions, 
are:  
…associated with differences in social prestige, wealth and power.  Bankers 
clearly do not talk the same as busboys, and professors don’t sound like plumbers.  
They signal the social differences between them by features of their phonology, 
grammar, and lexical choice, just as they do extralinguistically by their choices in 
clothing, cars, and so on… (p. 37). 
 
I consciously strived to avoid raising these issues explicitly, as I wanted to hear about 
women’s experiences accessing health information on their devices, regardless of their 
class identification.  That said, the overall demographics of Cambridge, and the relative 
socioeconomic status of my purposively sampled population within that context (only 
one of the women said she lived in Cambridge), suggests that I may have interviewed 
women who were likely to be less wealthy or less educated than the average or presumed 
Cambridge resident. 
While I did not explicitly ask some questions related to social class, my field note 
observations revealed such markers and allowed me to include that information in my 
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data analysis.  In the future, I would rephrase questions to allow for interviewees to feel 
comfortable answering or find better ways to work these types of questions into more of a 
conversational approach. 
Within my resulting sample there was much diversity in terms of cultural/ethnic 
backgrounds.  About a third of respondents (10) were African-American, a quarter (7) of 
whom were of Cape Verdean ancestry (either born in the U.S. or recently immigrated).  
The remaining women originated from Nicaragua, Mexico, Bermuda, Jamaica, Guyana 
or Ethiopia, ranging from 2 to 30 years living in the U.S.  While recruiting I often faced 
language barriers, as many of my potential participants had limited English skills or did 
not feel comfortable enough to engage with me through an entire interview process.  
When I approached some women for an interview, they replied, “Sorry, I don’t speak 
English,” and if they were in a group, one woman would indicate that no one in the group 
spoke English.  This prevented me from interviewing many Spanish-speaking and 
Portuguese-speaking women that I met.  In other situations, when I began to interview 
two women, one of them would smile or laugh uncomfortably, look down or look at her 
friend when I spoke to her.  Even when I was able to engage in a conversation, she might 
respond with “yes” or “no” or other one word answers, pausing often; in these situations, 
I stopped directing my questions to the woman so as not to embarrass her.  While I 
transcribed these conversations, I did not include them in my data analysis, as the 
informant’s lack of comprehension of the questions would bias or otherwise skew the 
responses.   
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The majority of women I interviewed were between the ages of 18 to 35, and 
many were in college or were mothers of young children.  Often I would engage with the 
child as well as the mother, asking a child a question about a toy or if they liked to play 
with their mom’s phone, in part to help the women feel more at ease with me and their 
children as well, especially if I observed the child fidgeting or trying to get their mother’s 
attention during the interview.  Other ways I was able to create a more relaxed interview 
environment and build rapport included informal discussions of the work I was doing in 
the field and my graduate program, using humor and “mall talk.”  Mall talk included any 
discussion of topics related to the experience of being in the mall, whether it was 
mentioning a sale at a nearby store or commenting on an item of clothing or accessory or 
a particularly notable cell phone wallet (a phone case that also holds credit cards and 
identification).   
In general, I found it more difficult to find older women in the mall, and those 
present were often accompanied by other family members or were busy taking care of 
children themselves; I did observe some of these women with smartphones, while others 
may have carrying one in a purse or pocket.  Some of the older women I did approach 
either had to leave before I could begin the interview, did not wish to speak to me or, if 
they were with other family members I interviewed, did not participate perhaps because 
they were shy or did not feel they had something to contribute.  They would laugh and 
shake their head saying “no,” or raise their hand up to “pass” on my interview request.  
While I did face these barriers to interviewing older women, I may also have been more 
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comfortable approaching women who were closer to my own age because I identified 
with them, and vice versa.   
Riessman (1987) examines the ways gender congruence affects the interviewer-
interviewee relationship.  She confirms that “gender [can be] a haunting process in [an] 
interview, constituting both a spoken and unspoken bond between the interviewer and 
interviewee, enabling certain things not only to be said and understood but also to be 
joked about” (p. 178).  Yet class and culture are the determining factors for congruency 
between the interviewer and interviewees, aiding the collaborative process through this 
shared understanding.  While I did share a connection with some of the women I 
interviewed, I also experienced “incongruence” among others, particularly in terms of 
age and English language fluency.    
During the interview process, if my participants were not in a hurry or seemed 
willing to continue talking with me, I would ask them to show me their health apps or the 
method they used to access health information through their phone.  In his essay in 
Machines that Become Us, Johnsen (2007) underscores the value of informal interviews, 
participant observation and personal impressions of the interviewer in mobile studies.  He 
notes that  
the main source of information comes from observing the actions of the group, 
and studying how, when, and in what ways they used the mobile phone.  This [is] 
done in part to be able to understand the use, or to put it another way, understand 
the use through the informants’ eyes (p. 167).   
 
My active observations of participants’ phone use helped me to “deepen [my] 
understanding of individual social actions” (167), as I was able to discover how the 
women determined the specific websites to use or apps they preferred, along with the 
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types of information they sought out.  As a form of triangulation, I would then go through 
the process on my own phone, whether accessing the mobile web browser to perform a 
search or downloading an app they used and learning its functions (see “Appendix A: 
Study Site and Mobile App Images”).  Through this process, I learned what a given 
participant valued in terms of the app or site’s health content as well as the format and 
functions that were most appealing.  Some women enjoyed the social networking aspect 
of apps, for example being able to access posts from users they followed; generally the 
users favored provided them with healthy recipes, workout tips and motivational words 
or images.  Other women did not care for apps and would rather have quick results 
through Google searches that they would then scroll through to determine which links 
would satisfy their questions or concerns. 	  
Data Analysis 
Because I designed this study was with a set of open-ended questions that 
explored the unique and personal experiences of women and their use of mobile devices, 
I took a modified grounded theory approach to qualitative analysis (Glaser & Strauss, 
1967; Charmaz, 2014), allowing the data to inform the analysis.  I divided the data into 
two main areas of analysis: interview transcripts, and participant observation notes and 
phone screen shots.  I transcribed each interview and imported the transcripts to NVivo 
software, which I used to assist in my coding.	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Process of Analysis 
After conducting the first few interviews, I began initial data analysis, using 
Harding’s Qualitative Data Analysis from Start to Finish (2013) as a step-by-step, 
comprehensive guide.  Following his model, I progressed from category identification 
within the transcripts, to theme discovery, to development of theory, which I was then 
able to apply to my data.  Harding’s use of the constant comparative method, originally 
presented as a component of Glaser and Strauss’ (1967) grounded theory approach, 
involves comparing data from one transcript to that of another in order to identify 
“similarities and differences between cases in a dataset” (p. 66).  I thus compared data 
against each other, and in light of the literature, to draw out patterns and to note similar or 
contrasting views.   
In my first stage of analysis I analyzed two of my lengthier transcripts to develop 
a preliminary codebook, focusing primarily on categorizing common themes by topic and 
defining the criteria for each.  I reviewed the transcripts after each interview session, 
redefining and creating new codes as themes emerged through narrative, structural and 
critical discourse analyses.  Following transcript coding, I analyzed the corresponding 
field notes to uncover themes, contextualize and supplement the interview data, and 
further understand and critique my actions as the researcher through each encounter.  In 
later stages of my analysis process, I continued with another level of coding informed by 
previous theoretical research, in which I linked the data to my background literature; I 
then reviewed earlier transcripts using the codes that emerged during this process.  These 
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approaches allowed me to expand upon existing themes and identify more conceptual 
issues, while signaling areas for further analysis.   
Several prominent themes that emerged addressed, as a brief example, issues of 
body image and identity, patient empowerment, Internet as a source of lay therapy and 
alleviation of worry and anxiety, and smartphone as an extension of self.  Diet, nutrition 
and fitness were also commonly discussed during interviews, specifically connected to 
motivation and self-improvement through mobile applications.  These themes will be 
explored in greater depth in subsequent chapters and with theoretical considerations.	  
Analysis of Visual Data 
I collected and analyzed 31 photographs, including field site images, 
documentation of women’s phone screens as they demonstrated for me their health-
seeking process, and screen captures of my own phone as I recreated women’s 
descriptions of specific mobile application use.  Leeuwen and Jewitt (2001) provide 
insight into the processes and methods of visual analysis within anthropology and social 
science research as a whole.  My informants made particular choices in their selection of 
health-related mobile apps or even in health-related images posted to Pinterest and 
“liked” in Instagram, choices that hold meaning.   Women’s descriptions confirmed the 
claims in the literature that when we select images to “like,” or take photos, we   
…make choices influenced by our identities and intentions, choices that are also 
affected by our relationship with the subject.  People are rarely simply the passive 
subjects commonly assumed in much scholarly discussion; they, too, participate 
directly, not infrequently manipulating it for their own ends (p. 35).   
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The images from the mobile devices and apps of the women I interviewed thus revealed 
additional dimensions of their identities and intentions.  Analysis of these images allowed 
me to better understand how the women experienced these mobiles applications first 
hand, and gave me a glimpse of their process of navigating through web-based health 
searches.  The visual component also extended the level of critical analysis I was able to 
undertake, and facilitated textual comparisons and a deeper understanding of more facets 
of the data.	  
Limitations 
The main limitations of this study were the duration of the interviews and 
interruptions to participant selection in a mall setting.  Interviews lasted anywhere from 
five to twenty minutes, depending on when a woman indicated she had to leave.  Because 
I often caught women in the food court, they would be at the end of their shopping visit 
and were on their way out after eating.  I had several instances in which women would be 
interested in speaking with me, but had to leave before we could get started.  In other 
cases, I had to speed up the process because they were getting picked up or were 
otherwise in a hurry.  This may have limited the potential richness of some of my 
interviews; however reaching saturation during analysis suggested that, even so, I was 
arriving at quite representative data. 
Due to the site location, participants who had the time and financial means to 
shop at the Galleria were present during the selection process.  This may have affected 
the types of information they looked up, their health insurance status as well as education 
and occupation.  As previously mentioned, I was not successful in recruiting a greater 
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number or proportion of Latina women, often due to language barriers.  Thus my findings 
may skew more toward the experiences of Black women from different backgrounds. 
Additionally, I found it difficult to recruit older women due to fewer numbers in general 
and their insulation by other family members.  Though I was conscious of these 
conditions and actively tried to recruit from the less-sampled groups, I found that younger 
women were more open to speaking with me and were quicker to engage in deeper 
conversations, as they likely identified with me in some capacity.  While I presented 
extant data on smartphone ownership by race and income in my background chapter, my 
sampling approach did not produce sufficient data to evaluate whether race/ethnicity and 
income were important factors in cell phone use as it relates to barriers to care or using 
smartphone technology as an alternative model of care because of barriers perceived in 
traditional modes of biomedical care.  By not collecting demographic information more 
rigorously, I may have limited the quantitative data from each participant, however I was 
able to build a better rapport.  In turn this may have resulted in gaining more insightful 
responses.   
For future research, in addition to informant interviews, I would create a short 
survey to gather similar smartphone/health data and demographics and distribute it to a 
larger sample of participants.  This would provide not only another method of 
triangulation, but also create an alternative for individuals who feel less comfortable with 
the interview process or do not have the time to go through it.  
Some informants did not answer questions as thoroughly as others, often 
responding with brief replies, in which case I had to probe them with more questions and 
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hypothetical examples.  In doing so, my questions may have led participants to respond in 
certain ways, for example, affirming their regular use of smartphones for health 
information when in fact, they may only do on occasion.  In the future, I would review 
my interview techniques thoroughly after transcription to check for these exchanges and 
make sure to adjust my approach proceeding with data collection. 
Time was another limiting factor to research, as the data collection period 
spanned an intensive three months.  Nevertheless, by that point my data had reached 
saturation, as no new themes were emerging from interviews.  According to Kerr, Nixon 
and Wild (2012), “the point at which saturation occurs defines sample size in qualitative 
research since it is taken to indicate that sufficient data has been collected for a 
comprehensive and credible analysis to be conducted” (p. 271).  Reviewing my 
transcripts in full, later interviews revealed similar responses to those earlier in the 
collection period, indicating that my sample size provided sufficient data to address my 
research questions.  This research set out to discover the areas of health information that 
women valued most, gathering insight through the stories they told and the screens they 
shared.  While this study was designed on a smaller scale, the themes that emerged from 
my data, based on the research design I developed and the methods I selected, will be of 
value to academic, medical, and marketing sectors.      	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CHAPTER IV: CLOSE CONNECTIONS 
Introduction 
Smartphones have allowed women to connect (and remain connected) to an 
almost limitless combination of people, places and information outside of themselves.  
However, through these continuous interactions mediated by the phone, their sense of 
identity becomes embedded within the phone itself, as it is no longer simply a means to 
an end, but an integral part of women’s daily existence.  Health is a recognized 
component of this daily self-management, with women favoring mobile applications with 
the greatest capacity for cohesive lifestyle integration.   
The role of mobile devices in daily life has developed into what Turkle has 
termed the “tethered self” (2008, p. 122).  Devices are “always on,” both turned on and 
physically “on” the body of the user.  The word “tether,” meaning to fasten something 
using a rope or chain in order to keep it close, has also come to describe the way devices 
connect to one other, particularly a method of sharing internet between laptops and 
mobile devices or tablets.    Though mobile users keep their devices close, they also feel 
the strain of the tether, a pull toward a technologized existence.  We integrate mobile 
devices in new ways that will save us time and effort and manage our modes of 
communication, yet simultaneously critique our own excessive use for its disruption of 
face-to-face social interactions.  Throughout this chapter, I move through a discussion of 
several dimensions of the mobile phone and its meaning to women and society at large.  
Understanding the phone as a fetish object, as a pathway to addiction, as a gendered 
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device, as a wall-window (Wellner, 2011) and as a tool for negotiating our faceted 
identity, we begin to formulate a definition of cellf. 
Phone as Fetish 
In anthropological practice, scholars have examined the concept of the fetish in a 
variety of cultural contexts since its origin as an object imbued with magic or mystical 
powers.  The fetish harnesses a superhuman essence, a spirit or other entity, and as a 
vessel of this sacred being, the object itself then becomes sacred and revered by its 
makers.  The relationship between person and object, a statue, charm or other figure, 
moves beyond the spiritual world and into the material.  In the digital era, our reverence 
has shifted to the worship of web, in all of its manifestations.  Johnson examines the way 
digital devices organize and mediate memories—texts, photos, videos, emails etc.—in the 
device itself and on cloud servers.  This new “prosthetic memory,” he argues, “is a reality 
separate from our own with its own laws and properties. Our phones function very much 
like the Bakongo fetish, storing and harnessing the array of powers necessary to make the 
other world real and our prosthetic memories manifest” (2014; p. 1).  Harnessing the 
“prosthetic memory” of the digital realm may prove to be another function of cyborg 
intentionality, as devices process and store a wealth of information for which we do not 
have the cognitive capacity or that would otherwise overwhelm our senses.  Greater 
issues emerge as the phone takes a dominant position within our lives, superseding that of 
a mere object.    
Extending the discussion of fetish in Western culture, Karl Marx posits the 
concept of the commodity fetish, an economic investment in objects in place of a spiritual 
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one.  Marx’s use of fetish speaks to the “mystical character of commodities” (Marx, 
1867) that individuals assign to ordinary objects, imbuing them with value beyond their 
practical use.  Their value lies in the labor put into their formation and potential for future 
labor use.  Drawing on Marx, Taussig’s conception of commodity fetishism incorporates 
the capitally-driven property of objects in addition to their role as mediator between 
persons and objects (1977; 1980).  In his most notable work on the subject, The Devil and 
Commodity Fetishism in South America (1980), Taussig examines the intersection of 
folklore and labor alienation among Colombian sugarcane workers and Bolivian tin 
miners.  During baptisms among the Colombian workers, a godparent may conceal a peso 
note while performing the ritual, resulting in the note’s baptism instead of the child.  The 
belief is that the money will circulate and return to the owner with interest, yet at the cost 
of depriving the child of her Christian name and rites.  The desire for a return investment 
supplants the belief in religious salvation.  While seemingly far removed from our own 
beliefs, Taussig draws comparisons through fetishism, in the way it  
denotes the attribution of life, autonomy, power, and even dominance to otherwise 
inanimate objects and presupposes the draining of these qualities from the human 
actors who bestow the attribution.  Thus in the case of commodity fetishism, 
social relationships are dismembered and appear to dissolve into relationships 
between things. (1977; pp. 139-140) 
 
As Taussig highlights, commodity fetishism addresses the concerns of being “too close” 
to the objects we create.  Though the value placed on smartphones may position it as 
commodity fetish in some respects, its users still wield agency in the way they manage 
and maintain their social relationships, however compromised or enhanced by phone use.     
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Several women spoke about being “too close” to their phones at times, and the 
struggle they faced when trying to detach.  Ana was a well-spoken and confident 24-year 
old young woman with clear green eyes and light brown skin.  She was full-figured, 
though not heavy.  She sat with her two cousins at a bench near a playground structure, 
where they watched over their younger sisters.  All three had moved to Massachusetts 
from Cape Verde, and each discussed the way their phones helped (or hurt) their personal 
relationships.  In the following interview passage, Ana expresses uneasiness about her 
degree of connectedness: 
Ana: I think we’re all kind of attached to [the phone] and it’s hard to go throughout 
your day without reading a text message or going on social media.  And I feel like it 
kinda takes away from people just sitting and having dinner and talking to each other, 
cause there’s always a message coming in or a voicemail or a phone call so…we’ve 
all become a little too attached to that, I think at least. 
 
Ana wrestles with the attachment to her phone potentially “taking away” from 
interactions with the people around her.  Her response illustrates Turkle’s notion of 
tethered self, where people “[ignore] those they are physically ‘with’ to give priority to 
online others” (2008; p. 123).  Ana may idealize interactions uninterrupted by a phone 
call or Facebook notification, yet the reality is that her phone will likely remain “on.”  
Her attachment has little to do with the physical device itself, and more to do with the 
gratification she receives notifications of the social media “likes” she has accumulated.    
In his essay “A Modern Fetish: The Value of the Mobile Phone in South Korean 
Youth Culture,” Jouhki (2009) shares accounts of his students who engaged in participant 
observation and ethnographic fieldwork surveying Korean youth.  Through informant 
interviews, students collected data on the integrality of mobile phones in daily life.  
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Jouhki’s conception of the mobile device as an extension of the individual complements 
the postphenomenological construct of mediated intentionality, specifically embodiment 
through incorporation.  He argues that the mobile device 
operates both as a tool for self-identification and cultural capital (Hjorth 2005).  
Unlike desktops and other immobile technologies, mobile phones resemble more 
tools or body-extensions prosthetic devices. The cell phone becomes extension of 
hand and enables ubiquitous (everywhere, anytime, with whomever) connection 
(Pertierra 2005, 25). (p. 126) 
The Siri interface on Apple’s iPhone is an example of this “body extension,” used by 
Gina for her web searches.  Gina was 25 years old, yet her presence was much wiser and 
mature in the way she carried herself; she was self-assured and comfortable in her own 
skin.  She wore her hair half up in long brown dreadlocks, about the thickness of a pencil.  
She had medium brown skin, large round brown eyes, a low, raspy voice and spoke with 
a mellow pacing, pausing frequently yet remaining easy to understand.  She was at ease 
speaking with me from the start of our conversation, and made jokes throughout the 
interview; we even continued speaking after I ended the recording.  Gina was the only 
informant I spoke with who used a virtual assistant, preferring this method to manual web 
searches:    
Gina: So I’ll just be like: (holds phone with screen facing out, holds down home 
button with thumb, brings phone screen in front of face, about 5 inches from mouth) 
SIRI, SEARCH THE WEB FOR…ECZEMA FLARE—oh, there we go, hold on 
(phone beeps, Siri voice asks “What would you like to search?” Beeps again).  
SEARCH THE WEB FOR WHAT FLARES ECZEMA (Phone beeps. Siri says “OK, 
we’ve found this on the web,” list of websites pop up on screen). 
 
Siri functions as an active participant and an extension of Gina’s self; Siri mediates 
Gina’s search, receiving her vocal cues and responding with a list corresponding results 
(see “Appendix A: Study Site and Mobile App Images”).  
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Oksman and Rautiainen address similar issues of body connectedness in their essay 
“‘Perhaps It is a Body Part’: How the Mobile Phone Became an Organic Part of the 
Everyday Lives of Finnish Children and Teenagers.”  Using the word kännykkä, which 
translates to “an extension of the hand” (2003, p. 298), the Finnish teenagers regard their 
phone as a part of themselves.  The word has an affectionate tone in Finnish, eliciting a 
sense of intimacy and closeness.  Oksman and Rautiainen’s study was based on earlier 
iterations of phone technology, where the hand primarily engaged with the device, 
pushing buttons and holding it up to the ear to talk.  However as Gina’s preference for 
Siri demonstrates, there are now many more access points for body connectedness in 
newer devices, such as smartwatches (a smartphone wristwatch) and Bluetooth pairing 
with Google Glass.  The phone’s presence in our hands or on our bodies strengthens the 
tethered relationship, both physically and mentally. 
Phone as “Addiction” 
The word “addiction” is often used as a catch-all term to address acts of frequent 
use or perhaps strong need or desire for something, in addition to its pathological 
definition.  The American Society of Addiction Medicine characterizes an addicted 
person as having the “inability to consistently abstain, impairment in behavioral control, 
craving, diminished recognition of significant problems with one’s behaviors and 
interpersonal relationships, and a dysfunctional emotional response” (ASAM, 2011).  The 
very nature of addiction itself, regardless of the substance, object or practice that one is 
addicted to, is harmful to the individual, impairing their cognitive abilities and affecting 
their relationships and personal interactions.   
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From this broader understanding of addiction, we move into the discussion of 
addiction to technology, specifically mobile phones.  The literature on cell phone 
addiction (Chóliz, 2010; Koo, 2009; Leung, 2008; Jenaro et al., 2007; Park, 2005) has 
rated dependence using various addiction scales and psychological analyses to distinguish 
“normal” phone use from pathological use.  Much of the language points to 
“problematic,” “uncontrolled,” “inappropriate” or “excessive” use of the mobile phone, 
leading to social and behavioral problems among users.  Park (2005) addresses the 
question of what constitutes mobile phone addiction through understanding its 
psychological, social and cognitive mechanisms.  As with media use, there are usually 
two routes of mobile addiction: when phone use acts as a depressant to “relax, escape or 
fulfill a habit” (p. 259), and when the phone acts as a mood manager or stimulant.  
Addiction then, is the result of dependence on recreating either effect.  As I continued my 
conversation with the cousins from Cape Verde, Vanessa, 18, the youngest of the three, 
likens her experience with phone use to an “addiction”:     
Vanessa: We’re like addicted to phones, cause I have friends in Cape Verde so I 
have to talk to them and I’m always at the phone waiting for a text message or 
Facebook or something so…I need my phone all the time.  
 
The term addiction, as I have outlined, does not accurately characterize Vanessa’s 
engagement with her phone, however her use of the term still holds significance.   While 
we may understand Vanessa’s addiction more as hyperbole than pathology, there is still a 
sense of underlying distress connected to phone use.   
Vanessa’s sense of “addiction” may stem from her obligation to maintain distant 
relationships in Cape Verde.  She feels compelled to have her phone at all times to avoid 
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missing a moment of communication.  Kennedy and Wellman (2007) examined how 
ICTs (information and communication technologies) affected communication between 
family members in a survey of Canadian households.  They found that “rather than 
pulling families apart, ICTs often facilitate communication, kinship and functional 
integration” (p. 1).  Though not living in the same household, or continent for that matter, 
communication abroad defines Vanessa’s sense of self, maintaining connections to her 
culture and community in Cape Verde.  Retaining these relationships enables her to hold 
on to her identity there while establishing a new life here.  Her manner of speaking 
communicates the pressure she feels, as she “has to talk” and is “always at the phone 
waiting.”  We wonder about the nature of their talk, as with long-distance communication 
we often sacrifice our attention to the conversation and the visceral intimacy of a 
proximate, physical encounter, which Turkle refers to as being “alone together” (2011).  
Johnson (2014) defines what it means to communicate through ICTs and how in place of 
duration and presence,   
the world of app-mediated communication offers frequency and immediacy in its 
place.  The grammar of association, the rules by which we come to “know” 
someone, are subtly shifting. We now live in a world where there are entire 
categories of intimate associations with whom we text, tweet, like, 
and email before we call or meet face to face. In fact, we may have friends and 
associates who are dear to us who we may never meet face to face and yet they 
feel as close to us as persons we see daily. (p. 1) 
 
Does Vanessa look to her phone so she doesn’t miss a Cape Verdean cousin’s Facebook 
post? Does she make sure to “like” her best friend’s photo on Instagram?  What would be 
the consequences of not attending to the media posted by her social networks or failing to 
reply promptly to a text from her aunt?  Perhaps these are the consequences of “app-
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mediated communication,” however, Vanessa also benefits from participating in a culture 
and a community that she physically left behind, yet can still connect with virtually. 
Much in the way that we have seen the way mobile technology mediates human 
intentionality, Wilding (2006) explores the way ICTs mediate intimacy at a distance, 
lifting the constraints of geographic and temporal limitations between families and 
forming a “connected presence” (p. 134).  Wilding proposes that mobile phones create a 
form of virtual connectedness that substitutes for the co-presence of family members, and 
that the pattern of “mediated interactions” between them form “connected relationships” 
where absence and presence are blurred (p. 132).  She articulates that  
the use of ICTs is important for some transnational families in constructing or 
imagining a ‘connected relationship’, and enabling them to overlook their 
physical separation by time and space – even if only temporarily.  To this extent, 
the fact of communicating may be seen as just as important as its content 
(Licoppe and Smoreda 2005). (p. 132) 
 
The pressure on Vanessa to maintain a “connected presence” with her family in Cape 
Verde through constant communication, despite their distance, contributes to her self-
identification, as she bears the responsibility of kin cohesion.  In the following section, 
we see how gender further defines the identity through mobile use, particularly with great 
distances between users. 
Phone and Gendered Relationality 
Part of the struggle for women who live between the countries they left behind and 
the country in which they reside is maintaining a connection to both places, fulfilling 
twice the obligations.  Smoreda and Licoppe (2000) point out the ways women maintain 
“family solidarity and continuity of contact,” and how this has become a “woman’s task” 
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(p. 239).  Other researchers have focused on the role of the telephone in women’s lives, 
and how “women’s talk” signaled a transformation of their patterns of communication, 
relationships and social interactions (Rakow, 1988).   In the same way, women have used 
the Internet and email to maintain and expand their social networks as well as to benefit 
their personal relationships (Boneva & Kraut, 2002).  Among the women I interviewed, 
many kept in close contact with family members and friends in other countries, having 
either immigrated to the U.S. in recent years and/or maintained a transnational existence 
between their lives here and their country of origin.   
Several studies examine the way mobile devices and ICTs mediate relationships in 
transnational families, and the way gender informs the dynamic between family members 
(Mahler, 2010; Wilding, 2006).  Much of this research has focused on Filipina migrants 
in particular, who work abroad and have had to develop and sustain relationships with 
their children at a distance using mobile devices through phone, video and text 
(Madianou & Miller, 2011; Parreñas, 2001, 2005).  Sonia, the third cousin from Cape 
Verde, 21, discussed the way long distance communication with her boyfriend occupies 
much of her time:  
Sonia: Yeah that’s true, we are like so attached [to phones] especially for me my 
boyfriend is in Portugal so we always like texting each other or calling so there’s a 
lot—I use my phone pretty much all the time, and then sometimes if I don’t know 
where to go I Google map stuff and then I just follow the instruction and get there, or 
you find some interesting thing like in the internet, so...it’s all the time there.  
 
In attending to her phone, Sonia attends to her relationship with her boyfriend as well.  
She alternates between using her phone for daily utility and deep communication 
(“always” texting and calling) further intensifying her attachment (“so attached,” “all the 
	  50 
time”).  Sonia feels the need to delegate phone time with her boyfriend and still maintain 
practical use.  Lemish and Cohen (2005) link the discussion of mobile technology to 
theories of the nature of “gendered talk,” as women tend to use conversation to maintain 
closeness rather than to address pragmatic concerns.  They argue that “the gendered 
nature of the mobile phone, just like the Internet, is also located within and derived from 
the interaction between various processes of meaning and actual use of the medium, and 
not in the nature of the technology itself” (p. 512).  Smartphones expand the possible uses 
of mobile devices, allowing for talk, text, video and social media communication; each of 
these becomes potential entry point for women to devote their attention, however brief, at 
any given moment.  Women often wrestle with defining themselves as individuals 
separate from their relationships with others, and their partners in particular.  Sonia’s 
boyfriend expects her to be available and to stay connected, which may pose a challenge 
given their conflicting schedules and time zones.  Women are encouraged to organize 
their lives around people in their networks—partners, family, friends, coworkers—which 
may lead to stress and both mental and physical exhaustion from being “always on,” 
always available. 
The Wall-Window 
Wellner (2011) introduces the model of the wall-window to explain the dual 
nature of the phone—as a wall setting us apart from the immediate environment, and a 
window into people and spaces physically beyond us: 
The wall-window model means that the cell phone simultaneously separates the user 
from the physical surroundings (the wall), and connects the user to a remote space 
(the window). The remote space may be where the interlocutor resides or where 
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information is stored (e.g. the Internet)…The wall represents the attention to the 
immediate physical environment, while the window represents the attention to a 
remote space….Furthermore, a screen itself is both a wall and a window. (p. 77) 
 
Smartphone users divide their attention between the activity on their screen—entry into 
remote places, people and media they would not otherwise be able to access—and the 
activity in space they occupy.  Smartphones and ICTs in general “provide space for the 
emergence of a new state of the self, itself, split between the screen and the physical real” 
(Turkle, 2011; p. 16).  As witnessed with the cousins Ana, Vanessa and Sonia, the pull of 
their relationships back in Cape Verde and the stress of overusing their phones present 
the source of their tethered tension.  Though Ana worries her phone use blocks out social 
interactions, the “wall” of the screen, we see that it simultaneously connects Vanessa and 
Sonia to those physically distant from them, providing an open “window” into that 
otherwise unreachable space.  Katz and Aakhus (2002) approach this concept by 
examining how the phone redefines our relationship with public and private space: 
One of the most distinctive characteristics of a mobile phone is that it privatizes 
public places. That is, as someone talks on the phone, one is in her or his own 
private space. Talking on the mobile phone in the presence of others lends itself to 
a certain social absence where there is little room for other social contacts. The 
speaker may be physically present, but his or her mental orientation is towards 
someone who is unseen. (p. 23) 
 
Again, we understand the fears that Ana describes (phones “taking us away” from 
personal interactions) as an example of the “social absence.”  While text messaging or 
engaging with mobile applications disrupts social interactions less so than a phone call, 
these interactions, however discreet, often continue over extended periods of time, slowly 
eroding common courtesies.  The use of the smartphone not only recreates the space 
around us in the sense that we might host a conference call on a park bench, or organize 
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our finances in a mall food court, but also allows for the coexistence of multiple 
designations of self within the mobile platform. 
Faceted Integration 
The technological design of smartphones has encouraged their integration in our daily 
rituals, from checking the weather to navigating to the nearest coffee shop.  Their 
customizability has enabled them to address the needs of users on different levels, further 
increasing the potential for feelings of dependence or attachment.  By inputting personal 
information and creating photographs, videos and other individualized content, 
smartphones are mechanized representations of our selves.  They have also become tools 
to help us navigate our various identities across social media platforms.  Farnham and 
Churchill (2001) examine how people express themselves on social media and manage 
their personas through the theoretical framework of the “faceted identity.”  They 
investigate the way individuals “facet their identities and their lives, and how these facets 
are expressed through use of email and Facebook” (p. 359).  They define a faceted 
identity as “one where different aspects of identity are performed depending on context, 
and expect that identity faceting will vary depending on the individual” (p. 360).  
Considering cyborg intentionality and the ability of technology to develop humanity, 
smartphones are particularly apt to mediate women’s faceted identities.   
Converging in a group of apps and contacts, smartphones are a nexus of faceted 
identities; users can shift from one persona to another with a single finger swipe.  This is 
a crucial component in the formation of self.  Rachel, a 21-year-old African-American 
student who worked at the T-Mobile counter in the center of the mall, shared her personal 
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views on health searching via smartphones as well as what she observed among T-Mobile 
customers.  Rachel was about 5’2”, wearing black denim jeans, a leather belt and her 
black T-Mobile work t-shirt.  She wore glasses and had her hair pulled back in a ponytail.  
As she stood behind the counter, I came over to the side, so as not to block potential 
customers coming up to the front of the counter.  Though she worked for a cell phone 
company, Rachel said she was not on her own phone too often, mostly because she was 
always busy at work.  In the following example, Rachel discusses the lifestyle integration 
for phone users: 
Rachel: It can do everything, your phone now is like a personal…life calendar, 
notebook altogether, you can do your calendars, contact who you need to contact, 
you set reminders like…people’s phones they depend on them more now because 
they’re needed to do stuff, y’know. 
 
Rachel echoes the significance of the phone’s capability for life integration, organization 
and multitasking.  The smartphone has the capacity to organize our lives and contacts in 
one place, accessible at all times.  Jordana, a 21-year old college student, originally from 
Cape Verde, describes the transition to her current iPhone 5c: 
Jordana: Like 5 years ago I would not be able to go to my phone and do the 
things that I do on this phone. So right now I'm so dependent on this phone like, 
everything that I'm looking for, everything that I'm searching has to be on my 
phone. I don't even use a computer anymore. 
 
Like Jordana, many of the women I interviewed expressed how their phones were 
necessary for their livelihood on a personal and/or professional level.  Dependence on the 
smartphone increases as its functions address more facets of identity.  Likewise, for 
some, its convenience has led to the replacement of the computer as the interface of 
choice.  Farnham and Churchill comment on the gendered dimension of identity 
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integration: “that women had more integrated identities than men is consistent with a 
proposition by Ashforth et al. that a preference for integrated roles is consistent with 
more feminine and collectivist cultures”  (p. 367).  Women fulfill numerous roles—
students, workers, caretakers, and family members—and must maintain these roles while 
attending to their own personal needs.  There are some facets that women merge, others 
that they keep compartmentalized.  However, a woman possesses the agency to determine 
what she ultimately shares with the virtual world or with whom she keeps in close 
contact.  To an extent, smartphones provide integration of these faceted identities through 
interaction with their interface while at the same time, making us more conscious of 
them—in the way we input contacts from different social circles, create a photo album 
for food pictures and one for family members, or upload business documents alongside 
mp3s. 
Conclusion 
This chapter has explored the meaning behind the relationship between the 
smartphone and the individual, specifically what it means to the women I interviewed for 
this study.  With regard to the tethered self, we see the effects of use and overuse on the 
social interactions, yet also how it helps women cope with leaving behind networks in 
their country of origin.  Finding the balance between our “self” and “cellf” may pose a 
challenge when phones mediate so many of our daily tasks.  In the following chapter, I 
will further examine the ways women integrate individualized conceptions of “wellness” 
into their own methods of cellf-health.   	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CHAPTER V: SEARCHING FOR #CELLF  
Introduction 
I began my interview process with a vague idea of what types of health 
information women accessed most frequently and the methods they used to obtain it.  As 
I conducted my fieldwork, I found that understandings of “health” and “health 
information” varied across my informant interviews.  While I anticipated responses 
describing Google searches of flu symptoms and remedies, for many women the concept 
of “health,” or at least the topics which they spoke about most, referred to their 
appearance or some physical manifestation of well-being.  This encompassed discussions 
of diet and fitness primarily, but also clustered with mentions of beauty and fashion.  
With regard to their smartphones, women assign agency to the search engines and 
applications themselves in the belief that they can provide information and support in 
reaching a state of desired health and wellness. The use of mobile applications has 
transformed smartphones into both a regulatory force and motivational tool in the 
formation of cellf.   	  
Modes of Use 
Health and fitness centered content on social media outlets, as well as mobile 
applications specifically designed to provide diet plans or exercise instruction have 
introduced new outlets for users to construct their own tailored health regimens.  
Speaking with my informants, I learned of many new modes of use for media sharing as 
well as detailed information on certain programs that I had only heard about previously.  
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Their method of use depended on their personal lifestyle choices and identification with 
particular web platforms.  As Tasha explained, Pinterest, Instagram and YouTube proved 
the most useful outlets for her “lifestyle health” needs, that is, health information 
pertaining to her daily or weekly regimens:     
Tasha:  I usually look up information on Instagram.  I follow a lot of trainers, 
people who work out and they post videos.  So we’ll see videos and get ideas and 
we’ll do those workouts.  That’s usually where I get most of my information, or 
[from] Pinterest for healthy ideas of what to eat, not to eat.  I use Pinterest for hair 
treatments, face masks, like everything I basically use Pinterest and Instagram for a 
lot of information.   
Interviewer: How did you decide that you wanted to do that?  
Tasha: Well basically my interests, I like working out and so when I went and saw 
on Instagram that—fit people like I see fit people, then I follow them and then I see 
that they do the workouts and they post the videos, that’s how I basically got into it. 
   
Tasha resonated most with the visual cues and vast array of information presented on the 
Pinterest and Instagram platforms.  By viewing fitness trainers and their posts, Tasha 
expanded upon her interest in fitness and by watching trainers and other “fit” people, she 
too participated in the their workout routines.  For Tasha, the mere act of “following” 
posts from fit people was a step toward being fit.  Her notions of a healthy diet also 
stemmed from these sources, as posts directed her on “what to eat [and] not to eat.”  She 
also chose to include “hair treatments” and “face masks” as part of her health searching, 
which while both beauty focused, still reflect the state of physical wellness and bodily 
function.  Tasha’s friend Danielle shares similar methods of health searching via social 
media outlets: 
Danielle: For me, definitely Instagram.  When I didn’t use Instagram, YouTube 
videos helped a lot, especially [because] I like to workout as well so, using 
Instagram and YouTube it shows a lot of meal prepping, kind of like the foods you 
should and should not eat.  
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Tasha: Yeah definitely Instagram because they show you their video of how they do 
it, and then the description will show the techniques, how many reps they do, and it 
just makes it easier cause you see how they do it you see how they’re using the 
machine, so when you go to the gym you can do the same thing.  It’s much—I think 
it’s much easier than like reading about it or Facebook. 
 
Danielle echoes the value of Instagram and YouTube for presenting examples of exercise 
routines and “foods you should and should not eat.”  Tasha then explains further the 
value of content sharing and curating through these sites, being able to see techniques 
performed as needed with accompanying instructions.  Tasha and Danielle’s allegiance to 
these particular social media platforms was based off of their versatility of use and 
variety of content, specifically linked to their visual presentation.  The two young women 
were 21 (Tasha) and 24 (Danielle), both students, African-American, and appeared to 
have the toned “fit” build for which they aspired through their social media searching.  
Depending on age, modes of use often shift to address different sets of health-related 
concerns, as I encountered in my interviews with older women. 
 For Tasha and Danielle, accessing health-related content through social media 
platforms was an extension of their daily usage patterns.  When I spoke with Mary, a 59 
year old, African-American minister and columnist, she was most invested in using her 
FitBit device to help regulate her physical activity:    
Mary: Right, right so the whole idea of this is that, so my quota is 10,000 steps a 
day, (shows screen, steps read somewhere between 4 and 5,000) so you can see I’m 
not anywhere near that but we’re not…are we past noon? Oh yeah, we’re past noon.  
So, that means I have to get my butt moving, ok? 
Interviewer: (Laughs) 
Mary: And the wonderful thing— 
I: Should we do this walking? (laughs) 
Mary: Right, I know.  And the wonderful thing is I’m actually going to the Apple 
store, I have a 3 o’clock appointment.  So that the thing here is that it tells me ok, 
y’know I’ve been sedentary too long, I’ve been at the computer too long, get up and 
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move, which is very wonderful cause you can get lost for hours on the computer and 
stuff.  And, y’know a lot of my work is on the computer, this is a good [way] of just 
trying to stay as fit as one can in the most, the easiest way [if] I don’t have a moment 
to go to the gym.  It’s like I gotta get minimally, whether I go to the gym or not, I 
have to get my 10,000 steps in.  How bout that? 
 
Mary also used the phone to help incorporate exercise into her daily life, however she 
was more concerned about reaching specific goals or “steps” rather than attainting a 
certain physical appearance, as we saw with Tasha and Danielle.  Mary’s FitBit device, a 
black plastic bracelet she wore, connected to her phone through an application, which 
then tracked her movement throughout the day, alerting her to level of physical activity 
(or lack thereof).  There was a sense of excitement in the way she spoke about reaching 
her 10,000 steps, pushing herself to rise to the challenge.  When she realized she was not 
near her goal, she immediately commented that she had to “get moving” to make up for 
missed steps.  The FitBit supplemented or substituted her gym workouts, acting as a 
constant reminder to address her activity level.   
Ironically, Mary’s work as a writer leaves her sitting for hours in front of a 
computer screen, yet it is her phone, another screen, that pulls her away from a sedentary 
state.  Through our conversation, it seemed that Mary used the FitBit to maintain the state 
of her internal health—heart, lungs, and blood pressure—rather than attaining an ideal 
outward appearance.  Based on her age, her definition of “fit” and her health priorities 
aligned more with quality of life and longevity rather than beauty ideals.  Mary preferred 
using the FitBit because it kept track of her fitness levels and provided a detailed 
summary of her progress; this method of health tracking helped her maintain her goals 
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incrementally, without extra searching or connecting to other web platforms, as with 
Tasha and Danielle.   
Mary’s steps undergo a transformation, from body action to embodiment through 
the FitBit bracelet, followed by hermeneutic embodiment through the smartphone’s 
FitBit app, which presents her steps numerically as calories burned.  Part of this 
embodiment permits and then requires a degree of surveillance by the phone, enabling it 
to record and document your progress over time.  While Foucault’s (1979) notion of 
panopticism can speak to the way users input personal data into their phones that then 
feeds into a larger “cloud” of surveilled information, the concept of cellf speaks to the act 
of self-disciplining through the phone, voluntarily inputting data to control and regulate 
one’s self.  Mary wants the FitBit to track her calories, to tell her when and how much to 
exercise.  Foucault’s (1997, 1986) late work, focused on Greco-Roman ethics, 
emphasizes “care of the self” and formation of the subject.  The  
ethics of ancient medicine is, Foucault argues, to give individuals a set of rules 
that enables them to care for their health themselves.  It aims to foster individual 
self-reliance, and maximum independence from the need for direct medical 
intervention (Ecks, 2004; p. 81).   
 
Foucault’s focus on self-care, and self-creation, transforms into cellf-care through the use 
of the smartphone.  Smartphone health apps not only enable self-care by providing 
applications, the “set of rules,” that instruct users on what to eat, how to exercise or even 
home remedies for the common cold, it allows them to document their progress and 
compile a body history of where they started and how they transformed.  For people who 
use devices like the FitBit, they do not need to consult a physician to learn their heart 
rate, or to a certain extent, obtain a healthy eating regimen; the smartphone then provides 
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means to reclaim bodily sovereignty through cellf-care.  The appeal of the FitBit and 
other phone-mediated physical activity tracking apparatuses is that they remove some of 
the thought process involved in planning and executing fitness routines, providing a set of 
rules that position the phone as a cellf-regulatory device.	  
Fashion and Phone as Regulatory Forces 
Literature as early as 1675 documents the link between women, beauty and healing 
practices.  The English writer Hannah Woolley’s (f. 1670) The Accomplisht Ladys 
Delight in Preserving, Physick and Cookery offers instruction for concocting curative 
foods and herbal potions for medicinal purposes alongside recipes for “Beautifying 
Waters, Oyls, Oyntments and Powders, for Adorning the Face and Body, and to cleanse it 
from all Deformities that may render Persons Unlovely” (1675).  This demonstrates not 
only the way beauty regimens exist as a form of healing or “cleansing,” but also the 
significant role women assumed in medical care within the household.     
The high prevalence of diet, nutrition and fitness applications and health searches 
among the women I interviewed represents an investment in the idea of health as a goal 
achievable by subscribing to right regimens and routines.  Additionally, there is a distinct 
emphasis on equating health with an outward appearance of wellness; this may differ 
depending on what each woman values as a physically healthy body.  It also becomes 
determining factor in deciding which app or method of health searching to select.  The 
women I interviewed spoke about their reasons for choosing particular apps and functions 
they carried out in their lives.  In the previous interviews, we witnessed Danielle learn 
about the “kind of like the foods you should and should not eat” via YouTube videos, and 
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Mary’s FitBit application that “tells her” she has “been sedentary too long” and that she 
needs to “get up and move;” these statements suggest an underlying preoccupation with 
presenting as “well,” whether that takes on a beauty dimension, or one of physical fitness.   
In her book Born Again Bodies, Griffith (2004) examines American body ideals and 
their intersection with Christian-based fitness and weight loss culture.  While my 
informants’ zeal for body satisfaction connected more to the physical than the spiritual, 
Griffith’s analysis addresses the underlying ideologies pervasive in American culture that 
inform our choices in body formation, particularly with regard to sex, race, ethnicity, and 
sexuality.  Her narrative in emphasizes the role of American fitness culture  
in restoring and sustaining the powerful ideology of whiteness, a sociocultural system 
that intermixes suspicions about both race and class. In cultivating a history of the 
creation of white, middle-class bodies and bodily ideals…I have become ever more 
mindful of the role played by these classification schemes in American fitness 
culture, particularly the ways in which that culture aids in bolstering hierarchies of 
ethnic superiority and difference. (p. 9) 
 
The racialized, idealized body, as Griffith points out, has shaped the idea of “fit” in the 
American cultural imagination.  Notions of slim physiques and toned tummies pervade 
media and consciously and unconsciously shape not only ideas of beauty, but also of 
health and wellness.  That my informants were non-white and in many cases raised 
outside of the U.S. is significant in terms of their preoccupation with conforming to the 
American ideal.   
Smartphone applications have played a large role in both replicating and promoting 
these body ideals while regulating the process.  In the following excerpt, Jordana 
describes the way her phone apps guide her eating and fitness habits:  
Interviewer: And do you use any health related apps for fitness or diets? 
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Jordana: Oh yeah I have a bunch of them on my phone.  Probably like five, six 
telling me what I'm supposed to eat, what I'm not supposed to eat, what exercises 
should I do and what [??] I do, yeah. 
Interviewer: Are they helpful? 
Jordana: Yeah...a lot (laughs).  The fitness one, yeah cause every time that I go to 
the gym I'll take my phone with me so I could take the classes on my phone.  So yeah, 
it's very helpful for me. 
 
Jordana was long and slim and wore a sleeveless, cheetah print, ankle length spandex 
dress that accentuated her shape.  From our conversation, it was clear that she was 
invested in staying fit, and her clothing choices suggested she was confident in her 
appearance. Her phone apps not only provided her with the means to reach her diet and 
fitness goals, but also “told her” how she should do it.  She entrusted their instructions on 
what she ate and how she exercised, which in turn provided her with “very helpful” 
workout examples.  Jordana valued these applications as she would a nutritionist, gym 
instructor or personal trainer, each telling her what she was “supposed” to do to attain a 
specific body type.  By subscribing to these applications, Jordana shared the 
responsibility of regulating her diet and exercise choices with her phone.   
  Media content targeted to females readily conflates fashion, beauty and fitness.  
Women’s lifestyle magazines center on these areas, with the majority of written content 
or photo spreads sections relating to one or more.  Similarly, popular Instagram and 
Pinterest accounts often share a combination of food and recipe tips, fashion advice and 
exercise routines.  When I asked Lauren, a 20-year old African-American student about 
the type of health information and method of searching, her response shifted between a 
description of beauty and fashion and diet and fitness inspiration: 
Lauren: Well…(laughs) the most things I kinda like, since I like fashion, most 
things that I look up are fashion inspiration or hair inspiration.  When I go on 
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Instagram I follow people that I know give a lot of tips for like helpful stuff.  Even 
some of the fitness people I follow, you know they’ll tell you like oh this is what I’m 
doing to juice, or this is what I’m making at night for a healthy meal, or they’ll tell 
you like, oh this is what you’re supposed to have.  Even for fashion stuff, you get 
fashion inspiration and y’know, if I go to Love Culture or Charlotte Russe or 
whatever, I can try to get that high fashion look for a cheaper price.  Or they’ll tell 
you where to go or just like hair inspiration…stuff like that. 
 
Lauren was very tall, at least 5’10”, with a thick but shapely build.  She wore distressed, 
denim skinny jeans with strappy sandals, and a scoop-necked, fitted black peplum shirt.  
Her long, dark brown hair extensions fell in loose curls past her shoulders, with pieces 
pinned back out of her face.  She had smooth, dark chocolate-brown skin, perfectly 
shaped eyebrows, and a silver eyeliner to match her glittery stud earrings, necklace.  She 
was holding a small food box, which appeared to be a Burger King pie container. She 
was outgoing, smiling and laughing often with animated hand gestures.  She spoke fast, 
with a slightly raspy, yet youthful, feminine voice. 
Lauren looked to Instagram for “inspiration” from other users.  While they inspired 
her through style tips and commercial appeal in the realm of beauty and fashion, she 
valued the fitness and diet content as models for her own practices.  Through Instagram, 
Lauren exhibits a kind of health mimicry, entrusting other users to provide examples of 
the certain look she is “supposed” to attain, in the same way she looks up other users for 
fashion advice and suggestions on what to purchase.  As a smartphone-based social 
media platform, Instagram allows Lauren to swipe from user to user to obtain the specific 
content she seeks to create and recreate the cellf.  Griffith points to the (de)construction 
of the female body in fashion and its lure to consumers: 
The modern edict to “create” our own bodies is nowhere more apparent than in the 
fashion industry, where the dream of somatic perfectibility extends an imperial 
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reign...Far from being a means to accentuate the mundane contours of everyday 
figures, fashion lures buyers with fanciful bodies, its aim not to celebrate the so-
called natural but to “test…women’s ability to defy it.” (2004; pp. 14-15) 
 
The “reign” of fashion extends deeply into the realm of user-driven social media, where 
the popular figures replicate these body ideals and present their own methods for 
obtaining them to thousands of followers.  In a stream of photos, Lauren can find the 
fashion look she wants followed up by instructions on how to attain the body beneath it.  
Vanessa related her experience with Instagram and her modeling aspirations: 
Vanessa: Um, sometimes I look on Instagram, on people that do exercise and 
everything and I just start to do it, sometimes or I don’t do it at all.  So I—I like to 
do exercise, but I’m so worried about the date or time to start doing it 
Interviewer: But you like looking at it to get inspired to try it? 
Vanessa: Yeah. Cause I want to be a model so I’m trying to have the [???] and 
everything so I have to look for stuffs to do it so I can be the top  
Interviewer: Right.  Does it show you exercises or do you just look at other 
people to get inspired by the way that they look?  
Vanessa: Um I look for people that do exercise and how to eat and everything 
like fruits they health and all the stuffs  
Interviewer: Right, and so have you followed some of the things that they’ve 
said to eat?  
Vanessa: Um sometimes.  I follow a girl she have like—she does a lot of stuffs 
with fruits, she works with that so, sometimes I’ll look for stuffs and I try to do it 
at home.   
 
Though Vanessa only follows through with the posted exercise routines on occasion, the 
very act of witnessing the images brings her closer to being “the top” in her modeling 
career.  The pressure to maintain a particular physique incites “worry” if she does not 
commit to a routine, yet at the same time through viewing the images, she feels closer to 
reaching her goal.  As a young woman hoping to enter the modeling industry, Instagram 
presents her with insight into the looks and body types the public values most, with their 
popularity measured by likes, comments and reposts.  Through this virtual reinforcement, 
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there is the potential to motivate individuals seeking ways to enhance or otherwise alter 
their outward appearance.  As we witnessed in Woolley’s guide to domestic life, the 
preoccupation with linking beauty to health is longstanding.  We can see this relationship 
as a continuum, with all matters concerning aesthetics on one end, corporeal wellness on 
the other, and the appearance of a healthy, disease-free body in the center.  Smartphone 
interactions with beauty, diet and fitness-based social media contract this continuum, 
leading us to search not just for health, but for the best presentation of health.  In before-
and-after photos of people who lost weight or gained muscle (See Appendix A for 
PumpUp App examples), we witness the results of their body’s transformation visually, 
however, its actual state of wellness becomes obscured, as we are unaware of the 
measures they took to reach that point.  When Lauren goes on Instagram she seeks 
inspiration in the form of fashion and fitness, both of which manifest as a potential 
change in her body.  How she decides to style her hair, apply her makeup or select an 
outfit to wear influences individuals’ opinions about her wellness; similarly, Vanessa 
searches for exercise and nutrition content to reach a certain aesthetic marker, an 
indication that she is fit enough to succeed as a model.             
Visual Motivation Through the Phone 
Smartphones have created a forum for capturing and sharing individuals’ 
experiences through constructed and curated images.  Fortunati and Cianchi’s chapter 
“Fashion and Technology in the Presentation of Self” in Mobile Communication in 
Everyday Life: Ethnographic Views, Observations and Reflections examines the 
interaction between ICTs, mobile phones in particular, and the process of identity and 
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presentation of self.  Through social networks, our identities become both public and 
publicity, as we may promote certain aspects of ourselves or products for which we have 
developed loyalty.  As Fortunati and Cianchi observe, historically, society only preserved 
social memory of an individual’s presentation on special occasions or celebrations, and 
added to a collective family album.  However, the camera functions of phones,  
combined with the possibilities of the internet, make it possible to put millions of 
photographs – of people taken in the most varied situations – onto the web.  All of a 
sudden, a memory has been born that is no longer personal, but family and social.  
This is the presentation of the self of ordinary people taken on the most various 
occasions.  A technical prerogative of the web is made to work to construct a special 
artefact: the publication and archiving of many images of the presentation of the self, 
which go into creating a very specific social memory. Thus we are rewriting the 
dynamic of identity as social process, social division between anonymity and 
popularity, between identity and social expressiveness, between publicity and 
presentation of service. (2005; p. 206)  
 
Though written prior to the widespread use of smartphones and the proliferation of 
photo- and video-sharing applications and social networks, Fortunati and Cianchi address 
the shift in the value placed in image identities, from the ceremonious photograph taken 
only several times a year, to the most ordinary moments snapped and shared several 
times an hour.  The notion of cellf extends to this concept of “identity as social process,” 
growing from the personal relationship between phone and individual into the public web 
sphere.   
 Among my informants, the theme of “motivation” came up frequently in the 
context of image browsing on social media.  Lauren explained that she went to Instagram 
for fitness reasons to “look at pictures, [and] sometimes the little pictures give you 
motivation.”  Whether or not image browsing led to any kind of behavior change, it was 
the potential for action that resonated with many informants, the visual catalyst for 
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starting a fitness routine or healthy eating regimen.  As experienced by the three cousins 
from Cape Verde, images of health and fitness satisfied their desire to participate in 
marathon one day or follow new exercise methods: 
Interviewer: So you use Pinterest for health stuff sometimes? 
Sonia: Yeah sometimes there’s some stuff like how you wanna run a marathon or 
something like that.  I usually look into it, I like it, but I never started to do it 
Interviewer: Does it give you motivation to maybe start one day?  
Sonia: Yes, it kinda gives you, because is a –oh it’s step by step like, oh today 
you gonna do one minute, and then you can go and start doing…step by step…but 
I never tried it (laughs) 
 
Pinterest provides the means for Sonia to one day begin a marathon (a daunting prospect 
for most inexperienced runners), giving her the step-by-step breakdown of how to go 
about it.  While she may or may not reach that point, she gains satisfaction from the mere 
presence of the information and its accessibility.  As we witnessed with Vanessa, she 
looks to specific Instagram users to follow their eating and exercise routines to attain a 
model’s physique.  However, the motivating force of these images also induces “worry” 
if she does not adhere to a specific schedule.  The motivating factor of fitness photos also 
came up in a discussion with Danielle and Tasha, as they expressed their interest in 
before and after photos, emphasizing a body transformation:  
Danielle: I think also what helps is a lot of people put up before and after 
pictures, y’know and it helps people get motivated and shows them a lot because 
a lot of the people that we do follow are trainers and stuff, y’know they show their 
meal preps they show what kind of exercise they do and depending on what your 
goal is, there’s so many different pages to follow and we just like to keep up with 
those kinds of pages and stuff like that. 
Interviewer: So it helps you get motivated and set goals for yourself? 
Tasha: Definitely I would say so.  Especially when you see people who start and 
they’re like 6 weeks in and they’re sticking to their meal plan it’s like, oh I can do 
that, and they show the will…definitely like one of the trainers I follow, her 
name’s Mankofit, and she shows you exactly what the ingredients, the meal prep, 
how long she preps them for and then when we meal prep, it’s like your own 
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personal trainer kinda, so it motivates you and then you know what to do for 
yourself. 
Interviewer: It’s a lot cheaper than doing it at the gym right? 
Tasha: Yeah definitely a lot cheaper, like cause you know how to use the 
machines you don’t need a personal trainer, especially if you have the willpower 
yourself to keep doing it, all you need is like guidance and steps 
Interviewer: And so do you find these people, do you do a hashtag search or how 
else would you find people specifically? 
Danielle: Yeah I mean…a lot of times it is because of friends who start getting—
well you see results from friends and you’re like omigod and then they start 
posting the other people they start tagging the other people like their inspiration or 
whoever motivates them.   
 
The “before and after” pictures, as stated by Danielle, are crucial to motivating healthy 
meal preparation or fitness routines.  Women may identify with a particular Instagram 
user and feel that if she can succeed, so can they.  For Tasha, the breakdown of the meal 
preparation and exercise machine routines drew her to the “Mankofit” user, while 
emphasizing that “will”/”willpower” played an equally crucial role in reaching her goals 
(see “Appendix A: Study Site and Mobile App Images”).   
The visual guides also afforded Tasha a sense of autonomy, being able to “know 
what to do for yourself” without having to rely on personal trainers.  The motivational 
effect amplifies when the Danielle witnesses the “before and after” of her friends who 
have followed a particular plan or followed user profiles that provided instruction or tips.  
Sharing motivation through “tagging” and “reposting” is a unique function of Instagram, 
where users can link to other profiles of through captions, essentially giving credit or 
praise to their motivators.  Returning to Fortunati and Cianchi’s analysis of the 
presentation of self through web images, these women are building their public identities 
through social network exchanges and promotion of self, not only validating their own 
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progress but also “paying it forward” with motivating images of this progress to inspire 
others.   
Conclusion  
Cellf-health, as I explored in this chapter, is seldom an individual process.  As 
women integrate mobile applications into their lives, with photo and video sharing 
platforms in particular, they develop their own individualized health care “systems,” 
using applications to take control of their health and lifestyle choices.  The existing social 
networks function as a way to share personal health choices with the world at large.  
Simultaneously, however, they subscribe to and search for content that often replicates 
unrealistic standards of femininity, beauty and body size, to which women feel pressure 
to conform.  Just as clinical standards of disease and wellness dictate how women 
interpret the relative health of their own bodies, the content shared on Instagram, 
YouTube and Pinterest provide visual standards of what society expects a well body to 
look like.  When I spoke to Lauren’s friend Kim, also a 20-year-old African-American 
student who was heavy, she mentioned using her phone for diet and fitness-related apps 
for the past three years, recognizing the importance of working to “keep yourself healthy 
[with] everything that occurs with being overweight.”  Kim later told me about a visit 
with her doctor where she told her she had high cholesterol; following the appointment 
Kim looked up recommended serving sizes of foods and better ways to make salad 
dressing, which she thought contributed to an increase in her cholesterol levels.  Aware of 
negative health associations with being overweight, Kim’s use of apps and online 
information helped her feel more in control of her body.  For other women who struggle 
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with the stigma of being overweight, particularly in clinical encounters, finding 
alternative ways to address their health needs through smartphone apps may alleviate 
some of the stress and anxiety associated with doctor’s visits,   
To address the significance of my informants’ use of platforms like Pinterest and 
Instagram, I turn to Katz and Aakhus’ (2002) theory of Apparatgeist, defined as “the 
spirit of the machine that influences both the design of the technology as well as the 
initial and subsequent significance accorded them by users, non-users and anti-users” (p. 
305).  Users have created personal meaning out of smartphone apps, and apps themselves 
have continuously evolved to address user needs and adapt to their preferences.  With the 
popularity of diet and fitness photos, especially those tracking the progress of people’s 
weight loss and body transformations, applications devoted solely to sharing this type of 
content have begun to gain popularity.  Through my informants I learned of the 
“PumpUp” application, an Instagram-like platform where users share and comment on 
photos ranging from recipes and workout routines to “selfies” documenting personal 
progress and motivational quotes.  Additionally, it provides workout routines, nutrition 
advice and weight loss tracking.  The prominence and popularity of Instagram profiles 
devoted to fitness and nutrition as well as diet and exercise tracking apps no doubt led to 
the development of the body-focused PumpUp app, reflected in its design and function.  
Simultaneously, by its very existence, it reinforces society’s preoccupation with body 
confirmation and conformation.  This is just one example of cellf-construction, in the 
way smartphone technology has enabled deeper integration of the individual into the 
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mechanics of mobile devices.  We further witness this integration when women 
encounter health issues that necessitate a more complex approach to care.    
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CHAPTER VI: SMARTPHONE USE IN DECISION-MAKING 
 
Introduction 
Health maintenance through smartphone integration, as I outlined in the previous 
chapter, is often a shared social process.  As my data suggests, health decision-making is 
also a shared process between the individual and their network, be it social, virtual or 
medical.  Determining which of these networks best addresses a given health issue 
involves a number of considerations—What is the issue? What do I need to find out? 
How do I assess the information?  What do I do with it? Do I involve a clinician?  Similar 
to the contemplation stage of the transtheoretical, or “stages of change” model 
(Prochaska & DiClemente), applied to public health interventions and motivational 
interviewing, these questions reflect the stage of information contemplation.  While the 
transtheoretical model addresses behavior change, when applied to decision-making, it 
concerns the way smartphone information influences an individual’s actions and how 
s/he manages the emotional response to the illness.  Many fields incorporate the notion of 
decision-making into their theoretical models, community health sciences and marketing 
for example, however the process I outline here is somewhat different.  This chapter will 
show how the smartphone provides access, knowledge and empowerment to women and 
in turn, informs their decision-making process.  
Positioning the Internet and Smartphones in Healthcare 
The Internet has had a profound effect on the way individuals consume and 
perceive health information, allowing for a range of definitions, authors, and levels of 
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complexity to coexist in the same virtual space.  In previous chapters I explored how 
health-related content has expanded into mobile devices via social networks and 
applications, becoming integrated into daily life.  Globally, smartphone ownership in 
developing nations has yet to reach U.S. rates, yet it has already had a substantial effect 
on the health landscape.  As a medical resource, both patients and healthcare workers 
alike use the phone as a tool to facilitate care, “from reminding patients to take their 
medications to allowing remote clinics to track their medical supplies” (Gable, 2015).    
This routinization of health searching online has increased access to information as well 
as usage among populations who may have not had personal computers or regular web 
access prior to smartphone ownership.     
The growth in technology has introduced new dynamics into patient-provider 
relationships, across digital spaces and within clinical spaces.  In the past, information 
regarding health traditionally flowed from doctor to patient, as the physician assessed the 
patient, diagnosed, and devised a treatment plan.  Pamphlets or other documents 
supplemented the doctor’s explanation and reinforce the advice given.  The patient would 
then reach out to family and friends to solicit input, sharing experiences and anecdotes if 
they had faced similar health issues.  While this still holds true, the Internet has 
complicated this dynamic significantly.  Patients now have a near limitless amount 
information available to them, as well as the ability to solicit advice from not only their 
family and friend networks, but also the global health community (Hartzband & 
Groopman, 2010).  Patients have the ability to email their physicians for further 
questions, but they can also seek guidance from specialists worldwide, obtaining second 
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opinions or alternatives to their current care.  The proliferation of smartphone technology 
has only increased the frequency and opportunities to access this information at multiple 
points in the health-seeking process.   
As many of my informants expressed, the smartphone has become their preferred 
or sole method of web access.  Gina comments on the benefits of smartphone use during 
critical moments when you are out of the house or in immediate need of information: 
Gina:  But sometimes you find quicker, more mobile versions of things as well.  
That’s probably what entices people to use their phone more than the computer.  
Computer’s overwhelming…the phone it like literally gives you what’s important, 
what you need right then and there…for the most part for the sites that are mobile 
friendly, yeah. 
 
With the convenience of the smartphone, women are more likely to use it instead of a 
computer when consulting online sources throughout their stages of care decisions. 
“Stages of care-decisions” is the operative phrase here, suggesting that the search 
function changes at different points in time. Patients may utilize health information in 
several ways during the process of care.  Before a clinical encounter they may perform 
research:  
to manage their own healthcare independently and/or to decide whether they need 
professional help; after the clinical encounter for reassurance or because of 
dissatisfaction with the amount of detailed information provided by the health 
professional during the encounter. (McMullan, 2006; p. 24)   
 
Corina, a 26-year-old African American college graduate who wore trendy gold 
accessories and spoke with confidence, had used the WebMD application for its ease of 
use through the phone, and its accuracy. She explained her use of health information 
before consulting a physician in person: 
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Interviewer: Is it important to you to look stuff up before you really get worried? 
Is it meaningful to you?  
Corina: Um yeah. Yeah sometimes, cause you don't wanna like, schedule an 
appointment, wait to go to your doctor's appointment and find out oh, ok I didn't 
really need to come in here so 
Interviewer: Ok, so it's before you go and you get too worked up... 
Corina: Exactly  
 
Corina’s self-screening through web searching prevented her from taking time and effort 
to schedule and travel to a doctor’s appointment, while also alleviating possible stress or 
frustration with going through the process and realizing it was ultimately unnecessary.   
Mary, the woman who used her phone to track her daily steps using the FitBit 
application, also shared her perspective on how accessing online information before 
going to a doctor saved her time and energy: 
Mary: Uh, occasionally I do.  Absolutely, I mean that’s just sort of um…the most 
accessible doctor, the doctor online, the information online.  So that works a lot 
easier than trying to set up an appointment and waiting two, three days if not a 
week.  And then once you get there, particularly say if you’re very very ill and 
you have to come in through the ER, sitting and waiting six seven hours, and you 
could use that trolling the net to ascertain some information that might remedy or 
at least keep the problem at bay until you get to the hospital.   
 
Both time and severity of illness were factors that were most important to Mary when 
accessing information before going into a clinical setting.  Her emphasis on the lack of 
speed and efficiency during the appointment process revealed her dissatisfaction, perhaps 
rooted in personal experience or in that of someone close to her.  For Mary, having the 
right information at one’s disposal may prove more effective in meeting the needs of 
patients than navigating through the hours of bureaucracy associated with hospital 
admissions.   
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Janet was a 23-year-old Nicaraguan woman who sat with her infant daughter and 
her friend’s 7-year old daughter.  Her curly, bleached hair with dark roots hung past her 
shoulders in small, moussed curls.  She had light tan skin and wore a bright pink t-shirt 
and denim blue jeans, both of which hugged her curvaceous figure.  She did not smile 
much and seemed tired, responding in short phrases at first, but eventually warming up as 
we continued our conversation.  She explained the types of web searches she used for her 
own health, and that of her daughter.  In the following excerpt, she discusses how she 
uses her phone to supplement a clinical diagnosis: 
Interviewer: Have you ever gotten scared if your daughter had a rash for 
instance, and then maybe you looked it up and went to the doctor afterwards?  
Janet: Yeah. That...after I go to the doctor, yes. 
Interviewer: And then you look up more information... 
Janet: Yeah 
Interviewer: ...after you go to the doctor? 
Janet: Yeah once the doctor tell me what's goin on, I go to my phone (laughs) 
Interviewer: You go to your phone. 
Janet: Yeah 
Interviewer: Just so you know more about what they tell you? 
Janet: Yeah.  Cause I'm just like, the doctor doesn't have enough time...so, I 
would just let her go and then just go on my phone (laughs) 
 
Janet obtained a clinical diagnosis from the physician for her daughter, but did not feel 
there was adequate time to ask questions.  Indeed, her comments suggest that she has had 
many visits cut short or rushed before her questions were answered sufficiently, 
conditioning her to search instead on her phone to understand a particular diagnosis.  
Returning to McMullan’s statements on patient utilization of health information, my 
conversations with Corina and Mary illustrate the way health information can influence 
the decision to enter a clinical setting, and once in the clinic, the way it can provide 
explanations beyond what the physician shares, as we saw with Janet.   
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Access, Knowledge and Empowerment 
The growth in smartphone accessibility, with regard to affordable plans and 
devices, has significantly impacted especially low-income Americans.  As the cheapest 
means of connecting to the Internet, the smartphone serves as the primary web-enabled 
device for those who do not own a laptop.  For individuals between the ages of 18-29, 
77% earning less than $30,000 per year own a smartphone (Smith, 2013); and though 
there is limited data on those earning less than $15,000, a WIC Program projection for 
2013 found that 72% in this bracket age 18-34 were smartphone owners (QuickWic, 
2014).  For low-income earners, smartphone ownership has provided easier and more 
frequent access to online health information than ever before.  As I will later address in 
greater depth, having Google available through their smartphones gave women a sense of 
security that they could find the information they needed at any given time. 
My conversation with Adina revealed the ways in which smartphones have 
enabled this access.  Adina was a 35-year-old woman who had emigrated from Ethiopia 
ten years ago, and while her English was strong enough to carry on our conversation, 
there were moments I had to clarify or restate my questions.  Her appearance was that of 
a woman several years older, with her hair pulled back, wearing no makeup. This stood 
out particularly because she was only a few years older than I am.  We sat outside of the 
mall on the grass along with her friend, whose son played with a Nerf rocket he had just 
purchased at the mall.  Adina often watched shows like “Dr. Oz” and “The Doctors,” and 
would use her phone to look up more information on some of the segments; she also 
would use the phone to find the location of health services or where to purchase certain 
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medications. In the following part of our conversation, she shares her experience with 
web access: 
Interviewer: Do you find that it’s easier to use your phone for these things 
instead of a computer? Do you use your phone more for these kinds of things?  
Adina: Yeah.  Yes, yes I do. 
Interviewer: Why do you like to use your phone more? 
Adina: You mean— 
Interviewer: Instead of a computer, why do you use your phone? 
Adina: I don’t have a computer access.  That’s why I just use my phone.   
Interviewer: Right. Ok, so do you find that—whoa! (Adina’s friend’s son 
launches a Nerf missile, toy he has been playing with during the interview outside 
on grass; everyone laughs) Look at that! Um..so now that you—maybe a few 
years ago when you didn’t have this phone, do you find now that it’s easier for 
you to look up information?   
Adina: Yes. Much easier.  
 
The smartphone opened a new channel of information access for Adina, both health-
related and non-health-related.  For immigrants who are entering U.S. health systems and 
insurance structures for the first time, online information may provide outlets of support 
to help navigate them more effectively. 
 The barriers many patients face to receiving timely and effective health care are 
often compounded for immigrants.  Derose’s 2000 study of a Los Angeles County public 
hospital addresses the challenges that Latina immigrants face in obtaining health care for 
themselves and their families, having to overcome discrimination, literacy and language 
barriers in addition to a lack of health insurance.  Interactions within the hospital system 
left many women feeling “embarrassed, scolded, helpless and discouraged from seeking 
care” (79).  Participants expressed that their key strategy for overcoming barriers was 
building extensive social networks of care with family, friends and neighbors as well as 
developing relationships with Spanish-speaking staff and key health service personnel. 
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 Addressing a similar population, Ginossar and Nelson (2010) present educational 
interventions involving bilingual, low literacy level websites and training to increase 
access to health care, health information, and the Internet.  Developed through a 
community-based participatory research (CBPR) approach, Latinas living in a low-
income neighborhood of Albuquerque were recruited through La Comunidad Habla, “a 
community health media organization [established to] support women as leaders in 
technology and health communication in order to create economic opportunities and 
advance health equity” (p. 329).  Results showed that participants increased their self-
reported knowledge “in areas including using computers, finding health resources online, 
and overcoming health barriers” (p. 335).  Both Derose’s and Ginossar and Nelson’s 
studies demonstrated the importance of the “network” in care, whether obtaining social 
support through interpersonal networks or skill-based educational support through virtual 
networks.   
Having access to and an understanding of online health information enables 
women to take ownership of their care decisions.  Among all the women I interviewed, 
Mary was the most impassioned about having access to this knowledge, especially as a 
“layman” learning medical language in order to converse with her doctors more directly.  
She valued sites that explained terms and health topics “simply” while also providing 
references.  When I asked if she had ever brought in the information to her doctors, she 
replied enthusiastically:  
Mary: Oh absolutely, absolutely.  Now, you’ll get doctors that say, oh you 
can’t…you can’t believe everything you see on the web and a lot of them are 
wrong.  Well they might be right about that but it gives me language, vocabulary, 
and a way to talk about what I want to talk about.  So even if it is wrong, it’s for 
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them then to counteract that, cause if I’m making the step to actually go in and see 
you, then you should be up on (laughs) you should be more up on it than the 
Internet.  So, it gives me a sen—it empowers me in a way that I might not have 
language to ask the question or get to the point that I’m trying to get to. 
 
For Mary, who works as a writer, mastering language is the key to empowerment.  She 
values the Internet for providing the medical “vocabulary” for her to learn and use with 
her doctors and ask questions more effectively.  The Internet also provides this 
information in a way that she can understand as a layperson, with the expectation that her 
doctors should correct any misinformation she uncovers.  Much in the same way medical 
students are socialized into biomedical culture during their training by attaining fluency 
in the clinical language, the Internet has popularized medical terminology, socializing on 
a larger scale.   
Foucault’s (1979, 1980) discussions regarding discourse, knowledge, power and 
discipline provide a framework for understanding the nature of communication among 
medical professionals and how it shapes encounters with and care of patients.  In medical 
practice, language becomes a way to create and maintain a hierarchy of power relations, 
with physicians’ mastery of clinical terminology at the top, and patients’ everyday lay 
terminology at the bottom.  Communication among   
professionals who are in power can have long-term cumulative effects on people.  
Techniques of communication can influence habits of thought and decision-
making, in addition to having an impact on specific policies that are meant to 
control others.  No matter what purpose they serve, the arguments, appeals and 
language chosen do gradually shape a collective’s values, standards of judgement, 
language patterns, range of ethical tolerance and level of trust. (Mohr, 1999; p. 
1058) 
 
Mary’s attunement to language allows her to vocalize this “cumulative effect,” 
recognizing that as she gains medical vocabulary, she offsets the uneven balance of 
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knowledge and power.  The acquisition of health information through the web is one 
example of how women bypass established medical narratives.  Cheyney (2008) 
examines how women who research and choose homebirth over hospital birth challenge 
established obstetric practice, as their knowledge acquisition both empowers them and 
strengthens their sense of agency.  Through this process, she claims, women “unlearn and 
relearn a new authoritative knowledge” (p. 256), defined by Jordan (1993) as the type of 
knowledge that is associated with a strong power base and accepted explanation of the 
state of the world, and therefore used to make decisions and take action (p. 257).  
Cheyney’s informants “explicitly claimed knowledge as a form of power, while asserting 
that withholding knowledge and/or limiting definitions of what counts as ‘legitimate’ 
knowledge is disempowering” (p. 260); similarly, Mary’s experience using online health 
information to strengthen her vocabulary empowers her in spite of physicians’ attempts to 
discredit or delegitimize the information.  In this way, Mary redefines authoritative 
knowledge as it relates to health information seeking.    
 Mary provided further examples of how learning the medical “lexicon” made her 
feel more competent and capable when communicating with a physician: 
Mary: I think, y’know, every profession has its own esoteric lexicon, so lawyers 
have a particular way that they talk and doctors do too, and something that I think 
the Internet, whether your physician does it or not, it really parlays information in 
a sort of layman friendly way.  So that even like I don’t know how to pronounce 
this sort of virus that is transported by mosquito, but I can put something in the 
Internet and get close to it and it’ll pop up because that’s trending, there’s 
information about it and stuff, in a way that, and if I don’t know how to 
pronounce it there’s a way to get the right pronunciation from the Internet and 
stuff like that, because it’ll break it down phonetically.  So, it empowers me in a 
way that I don’t feel as infanticized [sic.]…y’know going to the doctor I feel I 
know more, it invites me to know more, in a non-threatening way and to ask 
questions, whether it’s idiotic or not, there’s the Internet (laughs).  So, so it does 
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that and hopefully it makes physicians’ jobs easier I don’t know but I think it 
definitely empowers us laypeople. 
 
Even as a highly educated woman, Mary still feels “infanti[lized]” by the clinical process, 
and that her questions could be perceived as “idiotic,” yet by mastering the language and 
“pronunciation” she enters the clinical setting as more professional than lay, 
demonstrating a particular form of agency by ‘playing along’ with the medical language 
to get her needs (for both medical care, and respect) met.  Considering the medical 
lifeworld, Bourdieu’s (1977, 1986) concepts of habitus and capital provide insight into 
the way patients gain access.  Habitus refers to the dispositions, values and perceptions 
acquired, unconsciously, through socialization.  The composition of an individual’s 
particular habitus depends on the position s/he occupies in society; capital encompasses 
the way an individual’s experience, resources, skills, knowledge, prestige and social 
connections allows them to maneuver and thrive in a given social arena.  In “making the 
step” to seek information and bring it to her provider, Mary tries to inhabit a different 
habitus, to appropriate a capital of medical language and culture to feel on par with the 
clinician.  From the clinician’s perspective, Mary’s use of medical terminology may in 
fact “make the job easier” by more closely aligning with their habitus.  With patients 
becoming more knowledgeable about their disease categories, they often find it easier to 
verbalize what they are feeling and may describe their symptoms with a more extensive 
vocabulary for the physician to interpret (Calabretta, 2002).  This, in turn, may contribute 
to greater congruence in patient-provider communication.  Fostering a more equal 
relationship between patient and provider has the potential to improve health outcomes; 
patients who use the Internet to find health information often ask more questions during 
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visits, follow physician advice more closely, make lifestyle changes to benefit their 
health, and discuss these changes with their physician (Iverson et al., 2008).  In Mary’s 
example, and for others like her, a form of medical cellf-socialization increases their 
integration into a medical habitus that they can thus navigate more successfully.   
Some patients experience their physician’s disapproval of outside information; 
additionally, physicians have raised concerns about increased time and cost burdens that 
result from patient questions and requests for inappropriate testing or treatment (Iverson 
et. al, 2008).  Studies have shown that physicians believe the Internet has added “a new 
interpretive role to their clinical responsibilities.  Although most of the physicians felt 
obliged to carry out this new responsibility, the additional role was often unwelcome” 
(Ahmad, 2006; e22).  Gina shared her experience telling physicians she consulted online 
health information: 
Interviewer: And when you’ve done that before in your experience, how does the 
doctor react when you’ve told them that you’ve gone to look online?  
Gina: They um…hope that it’s not Wikipedia  
Interviewer: They hope that it’s not Wikipedia (laughs) 
Gina: Yeah…and then they like, advise you once again well…just don’t forget if 
you ever have a real emergency you’re gonna need to dial 911, or get to your 
nearest doctor like, looking online is not gonna save your life…And some say oh 
good…I’m glad that you attempted to look it up before. 
Interviewer: So they like—sometimes they like that you look it up 
Gina: Sometimes they do like that, yeah 
 
Some physicians were wary of her searches (“looking online is not gonna save your life,” 
“they hope that it’s not Wikipedia”), others were more encouraging (“oh good…I’m glad 
that you attempted to look it up before”).  We observe a similar wariness when Mary 
alludes to doctors telling her “you can’t believe everything you see on the web.”  This 
might be a reaction to the increase in availability of information that previously belonged 
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in the domain of professional, clinical expertise, or what Kirmayer refers to as the 
“flattening” of the knowledge-power hierarchy (2013).  Prior to its widespread 
availability online, educational institutions and medical facilities held the majority of 
health information, which was inaccessible to the community at large.  With increased 
public access, some health professionals fear that it will lead patients to “[bypass] the 
system altogether in favor of self-treatment” (Iverson et al., 2008; p. 699).  While patients 
may in fact “bypass the system,” there is a greater range of experiences and more layers 
of complexity when women turn information into action.	  
Decision-Making 
With this wealth of information available online, in what ways do women use it to 
inform their health decisions, and how has it transformed their approaches to treatment 
and (self-)care? The decision-making model of treatment choice grew conceptually out of 
cognitive theories which medical anthropologists have used to understand people’s 
choices when faced with illness situations.  Garro (1986, 1998), for example, has written 
extensively on the process of decision-making, presenting case studies in both the 
Mexican village of Pichátaro and the Canadian Anishinaabe community.  Though 
grounded in psychology and economics, the decision-making model, when applied to 
medical anthropology, takes on a cultural dimension with the understanding that 
individuals make decisions under economic, political and historical constraints.   
Two types of theories exist: normative and descriptive.  Normative decision 
theory, as presented in the work of Young (1980), “views choice-makers as rational 
beings who evaluate alternatives in a systematic fashion and ultimately select the best or 
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optimal alternative for a given choice situation” (Garro, 1986; p. 176).  Anthropologists 
have adopted the descriptive model in applied studies, arguing that 
…in recurrent choice situations, like that of illness, where people must regularly 
choose among alternative courses of action, the members of a given group often 
come to have a common set of cultural standards used in choice situations. These 
shared standards of choice can be discovered through examining how information 
is evaluated by individual actors and what considerations are involved in their 
choices of treatment. (p. 177) 
 
Garro has demonstrated the use of these “cultural standards” in her study of the Pichátaro 
community in Michoacán, Mexico (1998).  She frames decision-making within the 
explanatory models, or culturally based understanding of illness, of the community, 
outlining their “decision rules” as “a set of hypotheses for predicting treatment outcomes 
that can be tested against actual decisions” (p. 329).  The criteria for choice in treatment 
included gravity of illness, whether an appropriate home remedy exists, fe (faith) in the 
effectiveness of medical or home remedies and the expense/availability of treatment 
resources.  She notes that the rules governing these criteria do not anticipate all choices, 
that there will be variability within illness episodes that do not fit the model, and that the 
course of action adopted may change through time. 
More recent studies have explored various issues concerning this model: Charles 
et al. (2006) evaluated existing literature to understand the influence of culture on shared 
treatment decision-making in the physician-patient encounter, as part of the process of 
treatment; Shaw et al. (2008) interviewed patients aged 40 and older with urinary storage 
symptoms to understand their decision-making process for help-seeking; Fraenkel and 
McGraw (2006) interviewed patients 49-76, mostly women, to understand their 
involvement in decisions related to their health care; Paterson et al. (2000) applied this 
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model to everyday self-care decision-making in chronic disease management.  These 
studies position decision-making specifically within clinical settings, in response to the 
individual’s acknowledgement and perceived severity of symptoms, physicians’ 
recommendations or treatment plans.  The data provide examples of the nature of patient 
participation as an ongoing process, where patients performed their own research as a 
“lay-diagnostician,” (Shaw et al., 2008; p. 1517) often involving family and extended 
social networks.  Additionally, the data supports that the success of shared decision-
making and compliance to treatment are contingent upon the concordance of a 
physician’s clinical approach with patient’s health beliefs.  Considering these existing 
decision-making frameworks, similar patterns emerged in the reasons behind why my 
informants made particular choices, the meaning they attributed to those choices and the 
subsequent actions they took.   
Alleviating Worry 
 
One of the common themes in my discussions with women was that their information 
searches alleviated anxiety associated with “not knowing,” while they simultaneously 
exacerbated concerns brought on by an overload of possible disease diagnoses.  
Danielle’s Google searches, which she performed on her phone, began her decision-
making process, followed by a consultation with her physician: 
Danielle: Like I said, I Google everything especially if it has to do with my body, like 
if I feel like…like omigod am I pregnant?  I just Google and I—and y’know you go 
to the doctor and the doctor’s like no, I mean…okay maybe you still haven’t gotten 
your menstrual whatever but, you’re, um, just wait on it I’m just like, I still look up 
information like why am I feeling like this, why am I feeling like that, is it because I 
took a Plan B pill?  Is it because of this?  Is it because of that? And it’s like, 
everybody’s body is different obviously but, it’s really helpful to maybe feel like 
you’re not dying or crazy.  
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Danielle used search queries in two stages of her decision-making process: first to try to 
alleviate her biggest concern (“omigod am I pregnant?”), then again following the 
consultation with a physician to understand why she might be feeling the way that she 
did.   
That is, her first search query addressed her strongest concerns, providing her 
with preliminary information and support before meeting with her doctor.  Scheduling an 
appointment often takes days or weeks, and even if her appointment was the following 
week, several days may feel like an eternity for patients awaiting answers about their 
condition.  Her second search query particularly stands out, as it came after the meeting 
with her doctor.  Danielle still sought reassurance from the online community that she 
was not “crazy” in the way she felt.  Even after a clinical diagnosis, her anxiety did not 
subside until she received online support.   
 Of the women I interviewed who were mothers, all of them mentioned that they 
often searched for information concerning their children, particularly elementary school-
aged or younger.  Sylvia, 35, had a 9-year-old daughter and 7-year-old son, and had 
recently moved to Boston from Bermuda.  She had short hair, cut close to the scalp, and 
smooth, dark chocolate-brown skin. Wearing no makeup, her eyes and smile were wide 
and bright.  Her accent came through strongly, but she spoke with a soft sophistication.  
When I asked her if she used her phone to look up health information, she said didn’t 
“really look up a lot of health things on the Internet, but [she] definitely look[ed] up 
diseases or sickness[es] for [her] kids.”    
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She recalled one time when her daughter was having abdominal pains. She 
Googled information about the appendix and where the symptoms would be located if it 
had ruptured.  She went on to explain how she felt during that process:  
Sylvia: It definitely helps me to worry less in the moment, just like the example I 
gave you earlier about the appendix, because she was having such hard hard pain, I 
couldn’t get to a doctor right away, it was at night, so I basically looked it up on the 
Internet first to make sure I asked her different questions, what side does it hurt you 
on, y’know different things like that.  And I tell her it was probably gas (laughs). But 
it, it helped out a lot, like with regards to the worry factor. I mean of course it 
definitely helps without you having to go through, um the procedure of going to the 
doctor and waste money.  But I mean with them, most times I take them to the doctor 
anyway, but because it was at night, I definitely wanted to, I guess take away the 
worry. 
 
Sylvia repeatedly expresses that finding the information helped “take away the worry.”  
When faced with critical health decisions, individuals frequently have feelings of 
uncertainty and fear due to lack of knowledge.  In this instance, Sylvia did not have 
immediate access to a physician and did not want to “waste money” to visit the ER, 
assuming that it was not an actual emergency.  She instead used the Internet to ask her 
daughter questions as any nurse or doctor would do, to ascertain the severity of her 
daughter’s pain.  Under time, access, and financial constraints, Sylvia’s decision-making 
process led her to use the Internet so that she could take some control of her daughter’s 
health, while later following up with a physician.  The decision to use the Internet and 
mobile apps as a form of triage saves both time and money, by avoiding a copayment for 
the visit, taking time from work or paying for transportation.  If an individual needs 
medical care following the triage process, it also allows for more effective use of clinical 
time, as sh/e can readily provide a description of symptoms and possible causes.   
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Gina also shared her experiences looking up health information for her child, 
particularly in regards to his food allergy.  Her 6-year-old son sat with us at a table in the 
food court, playing with a toy from his kid’s meal.  After we discussed the way she used 
online information for her own health, I asked about information for her son: 
 Interviewer: And so what about, do you look up stuff…that’s your son?— 
Gina: Yes— 
Interviewer: For him? 
Gina: Oh a lot.  Mostly for him. 
Interviewer: Mostly for him? 
Gina: Yeah.  Cause he has eczema, he’s allergic to certain things so….like he has 
a shellfish allergy, sometimes I don’t know…all the shellfish out there or…like I 
recently just looked up in um…New Hampshire like, what is the honest effect of 
if he has French fries that are fried in the same [oil] as shrimp or crab or… 
Interviewer: So I’m sure that’s been pretty helpful to have that information on 
hand, because it’s a very serious thing right? His allergy could really affect him if 
he ate something wrong. 
Gina: Yes yes.  So, I think it’s pretty cool that…the smartphones are able, it’s 
like right…at your fingertips   
 
Having immediate access to the Internet through her smartphone allows Gina to make 
critical decisions regarding her son’s dietary choices.  Though his allergy did not seem to 
be life threatening, with the phone “right at [her] fingertips,” Gina was better prepared to 
make decisions in the moment.  While she did not explicitly mention that having this 
information alleviated her worry, we can infer that Gina felt a sense of relief knowing 
that she could search and try to find out if these foods would affect her son’s health.	  
Sensitive Health Issues 
When dealing with sensitive or potentially embarrassing health issues, several of 
my informants stated that they often consulted with online sources either before or after 
consulting with a physician.  Mitchell et al. (2013) surveyed teens with different sexual 
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orientations who search for sexual health information online, and found that privacy was 
one of the most important reasons they look for sexual health information online, 
regardless of their sexual orientation.  The Internet was a more private source of 
information than parents or teachers only when teens were able to perform searches in 
private.  The study also noted “more opportunities for private online searches are being 
introduced with the popularity of Smart phones with teens, thereby not limiting their 
Internet access to computers in the home, school or library” (p. 155).   
With regard to the clinical encounter, the study found that “more than half (53%) 
of youth between the ages of 15 and 17 who have looked for health information online 
report that they have had a conversation with their caregiver about what they learned” (p. 
148).  Though this study focused on teens, my informants shared similar reasons for their 
online searches before consulting their physicians. For example, like Danielle who had 
described her fears around her late period, Tasha also shared her experience with 
accessing reproductive health information online: 
Tasha: That’s definitely what I did when it came to my doctor prescribing me 
Depo birth control  
Interviewer: Yeah 
Tasha: When she gave me all the information, and even after I went on Google, 
and I just did it to see women’s reviews to get like personal reviews from women, 
how their body was affected when they took it.  And then you know like it’s 
helpful because women are like, I’m age this, this is what I do day-to-day, 
y’know, I work out, I drink a lot of water, so I didn’t gain weight…and I knew I 
work out a lot so I was like, oh ok, I won’t gain weight.  Like my doctor said I 
might gain weight, but now I know I see the reviews and stuff.  Like that’s the 
helpful part about it, like even if my doctor gives me information I like to do a 
little research on my own 
Interviewer: So it’s nice that people have shared their own personal experiences 
with it so you get to know what’s going on 
Tasha: Yeah, definitely.  
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Tasha consulted online message boards to supplement her doctor’s birth control 
prescription.  Through the experiences shared via online forums, Tasha learned how 
Depo-Provera affected women’s bodies, specifically their weight gain, in real life.  Her 
doctor suggested that she might gain weight, however through her own “research,” Tasha 
found information that addressed her specific lifestyle, instead of a blanket statement of 
possible side effects.  Tasha’s online research influenced her decision to take the 
particular birth control method prescribed to her, however, if she had found that other 
women had more severe side effects, she may have returned to her doctor to discuss other 
options.  Gina very candidly shared the types of sensitive information she researches 
before visiting a doctor: 
Gina:  Um yes like, nutritious foods or…really like weird…symptoms 
like…yeah.  Well stuff like, ok before I go to like an urgent care or an emergency 
room like…who wants to walk in like, oh I have a zit on my butt, y’know…? I 
wanna…make sure that it’s just a zit or…look into what the doctor could possibly 
tell me that it is, y’know? 
Interviewer: So you wanna make sure before you go there that everything 
is…that you wanna go there for a reason right? 
Gina: Yeah for a reason or…kinda like to get the embarrassing part out of the 
way…probably li— 
Interviewer: The embarrassing? What do you mean embarrassing part?  
Gina: Like random like…zits or like…abscesses certain places you’re just 
like…ok…I hope to God they don’t tell me that it’s herpes, and then you’ll find 
out, oh no, you have overactive sweat glands and— 
Interviewer: Yeah 
Gina: —That’s why you get like little…cysts in between your thighs for example 
like that type of thing. 
Interviewer: Yeah, so it kinda takes some of the worry away? 
Gina: Away and…just like, so you don’t sound as stupid when you go to the 
doctor like…this thing over here is hurting, no at least…for the most part if I look 
it up online I can say what I found online. 
 
Gina mentions using online information as a screening method, before going into urgent 
care or an ER, which reflects other informant methods of decision-making.  Her use of 
	  92 
online health information helps her cope with the shame and anxiety of a possible STI 
diagnosis, while also preventing “embarrassing” moments or “sounding stupid” in the 
clinical setting.  As we witnessed with Mary, by learning a way to speak about her 
condition using medical terminology, Gina gains a degree of cultural capital that ascribes 
her legitimacy in the clinical setting, bringing her more successfully into a medical 
habitus.  Despite her lack of medical training, Gina can appropriate this elite knowledge 
through Internet sources.  Having the information available before visit to a clinic may 
also help patients avoid situations where they feel stigmatized due to the nature of their 
condition (or rather, the condition they think they have).  Just as Mitchell et al.’s study 
found that teens brought the sexual health information they found online to a physician, 
Gina entered the clinic as an informed patient by presenting her online research.  While 
Gina and Tasha described positive experiences with using online health information 
during their clinical and decision-making processes, this is not always the case.  With 
millions of search engine results, online forums, Wikipedia pages and all the websites in 
between, women consult a number of sources that may not provide updated, reliable 
information or valid, unbiased research. 
The Google Dilemma 
As a specific tool, Google searching has become common practice for finding 
information and answering questions in nearly every facet of life.  Health is no exception.  
In 2013, the top three health-related terms searched on Google were “Flu,” “Cold” and 
“Labor” (“Google Data Reveals,” 2013) which does not account for queries performed 
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through other search engines or through specific websites.4  All but two of my informants 
said that they used Google to address their health questions, and that they did so on a 
regular basis.   
Given the prominence of Google searches in my informants’ personal health 
processes, I sought to understand why it was important to them, their reasons for 
searching and their criteria for selecting certain results over others:     
Melissa: Yeah it definitely…yeah I guess I like knowing that Google is there to  
answer my questions, so it definitely makes me feel better knowing that I can get 
my questions answered using—by using just my phone…yeah 
 
Again we see the assurance and relief Google provides along with the immediacy 
provided by searching through the phone.  Women engage with their smartphones to 
search for health information in different ways, unique to their lifestyle, personality and 
particular needs.  In the same way, Internet search engines display results that contain 
targeted advertisements and sponsored links that are often difficult to distinguish from 
non-sponsored results.   
Though Google ranks results based on over 200 factors, including site quality, 
relevance and freshness (“Google: How Search Works”), there is no way to determine 
with certainty if the sites are in fact reliable.  Without having a full understanding of the 
criteria for search results, there is no way to be certain of site reliability based on ranking 
alone.  Users then must be critical not only of the sites themselves, but of Google as a 
delivery mechanism.  A self-proclaimed “vitamin junkie,” Rachel’s main impetus for 
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  Researchers at Johns Hopkins have even developed screening methods for Twitter to track the spread of the flu via 
users’ tweets announcing their condition (Sneiderman, 2013).   
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looking up health information was to find new vitamins through Google searches and 
locations of where to buy them: 
Rachel: Sometimes it’s Googling like, what’s a quick vitamin to help you lose 
weight […] I just usually click the first website cause Google usually gives you 
the best result usually when you Google stuff like that.  Same for others, and then 
the thing about Google is it’ll tell you places you can find these vitamins or 
whatever it is you’re looking for to help you in whatever […] But again if there 
was something that could stop you from needing to go to Google if you have an 
app on your phone, that would help as well. 
Interviewer: So generally you trust what Google—where Google directs you. 
Rachel: Yes…yes 
 
Rachel entrusts Google to “give the best result” for vitamin recommendations, reviews, 
and locations to purchase them.  She views vitamin selection as a low-risk decision; if the 
vitamins are not efficacious or do not produce the desired results, she does not see it as a 
potential threat to her health, only that “Google was wrong.”  Rachel assigns agency to 
Google in her decision-making process in this scenario, beginning when she is “referred a 
vitamin, then [she will] Google the actual vitamin and look for reviews on it, and then 
from there that’s when [she will] make [her] decision.”  However, Rachel did not search 
for information in the same way when it concerned more serious health issues, suggesting 
that she is critical about the types of decisions she allows Google to influence.   
As we continued our discussion, Rachel later shared that she was not interested in 
Instagram because she thought people were trying to “promote something that they think 
is a good idea,” and when I asked if she thought they might be trying to sell you 
something, she agreed saying “absolutely.”  Rachel’s critique of Instagram speaks to the 
promotional aspects of user content, as physical trainers and nutritionists (both “pop” and 
certified) often self-promote to gain followers and eventually financial sponsorship from 
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larger media groups or health/fitness related companies.  Media sharing platforms like 
YouTube and Instagram become outlets for non-conventional marketing, reaching users 
at a more personal level, appealing to their health searching.  This representation of 
health becomes a commodity, something you can “buy into” through following, 
subscribing, and inevitably purchasing (e.g. a co-sponsored water bottle5, fitness video or 
protein shake).  While Rachel took issue with products or lifestyles being pushed through 
Instagram, she embraced the vitamins being pushed via Google results.  Assigning 
agency to search engines may undermine our own role within the interaction.  Once 
Google becomes part of the decision-making process, how then do women question the 
reliability of its selections and enact their own agency in the process?    
Quality Control 
Physicians often have concerns about patients using the Internet to find health 
information they may encounter sites with false or potentially harmful information.  This 
assumes that patients do not possess adequate eHealth literacy skills to discern the quality 
sites from the questionable. Hargittai (2010), for example, raises the issue of varying 
skills among the “net generation,” which society often assumes has superior skills and 
experience navigating the Internet.  She argues “that even once people cross the initial 
connectivity divide, numerous differences remain among them when it comes to how 
they incorporate the Internet into their lives” (p. 93).   
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  5	  One informant proudly showed me her water bottle that had a compartment to hold lemon or other fruit to “infuse” 
the water with flavor.  It was a product of “Blogilates,” a popular YouTube channel featuring pilates workout routines.   
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Hargittai goes on to point out the specific types of activities users choose to 
engage in and how their choices reflect this divide.  “Capital-enhancing” activities, such 
as seeking health information, financial transactions, news or job research were 
correlated with higher SES than activities such as online gaming or casual browsing.  
Even among the women between the ages of 18 and 25 I interviewed, their understanding 
of smartphones, search engine queries and the capabilities of mobile applications—
particularly those related to health—differed vastly from one another, depending on their 
level of education.  For example, Gina had a particularly acute awareness of how to 
navigate the health system because of her career; she sold health insurance to the low-
income elderly to supplement the benefits provided by Mass Health.  Her process of site 
evaluation revealed her need for a “real” person to verify the information:  
Gina:  So for the most part it’s there, yeah (uses index finger to click WebMD on 
iPhone screen) 
Interviewer: Ah very cool 
Gina: And then…ehh...if I like what I see…if I believe that it’s somewhat real 
Interviewer:  Yeah. And how do you know if it’s believable? What kinds of 
things tip you off to that?   
Gina: Um…I always look for a Contact Us (scrolls to the bottom of WebMD 
page and points out “Contact Us” link) 
Interviewer: Oh the Contact Us 
Gina: Yeah….Like ok so, there’s somebody live I can talk to, cause I’m pretty 
old school still. 
 
The presence of a “Contact Us” section substantiates Gina’s intuition that sites are 
“somewhat real.”  Knowing there is “somebody live [she] can talk to” also indicates that 
there is accountability for the information presented and a sense of authorship.   Gina’s 
self-described “old school” mentality relates to her preference for a connection to (and 
potential communication with) a medical expert.  Though it possesses the potential for 
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access to information and a worldwide network of patients, providers and other purveyors 
of health information, the underlying uncertainty regarding the quality of these sources 
stems from a greater user weariness of the Internet, affecting the way individuals choose 
to apply the information they find. 
 Katz and Rice (2002) present the positive and negative perspectives surrounding 
three central social issues of the Internet—access, civic and community involvement, and 
social interaction and expression.  The negative, or “dystopian” perspective sees the 
digital divide worsening between sociodemographic groups, the erosion of civic 
participation, and diminishment of social interactions, to name a few.  In contrast, the 
positive “utopian” perspective supports the benefits of sharing ideas and information 
across communities and encouraging web-training courses, mobilizing and linking 
individuals to better participate in organizational activities, and maintains relationships 
between families and friends.   
Katz and Rice argue that neither perspective captures the full complexity of 
Internet phenomena, and that a “syntopian” perspective:  
brings these two visions together symbolically and alludes to the Internet’s dark 
side in the homophone sin….The Internet is a place for people to interact, express 
themselves, emote, and find new friends.  It is also a place in which people seek 
to hurt, cheat, and exploit others. (p. xxi) 
 
Many of my informants’ opinions on the Internet wavered between trust, distrust, 
wariness and curiosity.  When it concerned health information, Janet would look up 
treatments for herself, but would not take a chance on her daughter:  
Interviewer: So if your kids or if you're sick do you ever go on your phone and 
look stuff up like the symptoms or anything?  
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Janet: No not for the kids, not for my daughter...no.  Mostly just for myself like 
medicines or like exercise and stuff like that.  But other than that, nothing for my 
daughter. 
Interviewer: Yeah. So you mostly just stick with the doctor for kids? 
Janet: Yeah. 
Interviewer: Ok, but for yourself it's more of, you look up things like... 
Janet: For myself 
Interviewer: So what's the difference? For you...between you and your daughter? 
Janet: What do you mean? 
Interviewer: Like why do you decide to look up health information for you 
versus your daughter? 
Janet: Cause she's too little I don't think... 
Interviewer:  You don't trust the information on there? 
Janet: No...Yeah I do but I wouldn't try it on my daughter 
Interviewer: Yeah 
Janet: It's like 50 percent...50/50 so...cause it could be truth it could be false, so I 
don't trust it. 
 
Janet has reservations about the safety of Internet information, applying it only to her 
own health decisions and not those of her infant daughter, who she sees as more 
vulnerable.  In contrast, Gina, Sylvia and several other women I spoke with searched for 
and utilized online health information for their children, when attempting to discern a 
viral skin rash or find allergy-free foods, for example.  Perhaps Janet is more cautious 
because it is her first child, and her daughter is an infant; the effects of bad information 
would negatively impact a small child much more severely than a grown adult.  The 
syntopian perspective encompasses what Rachel describes as “50/50,” the potential for 
harm and the potential for healing; for her daughter, the benefits do not outweigh the risk.  
The influence of the Internet may enter at multiple stages throughout the decision-making 
process, and as such, it is important for individuals to be able to discern which sources 
will provide the safest and most efficacious advice.  Physician guidance and online 
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suggestions may improve the results patients uncover in their searches, while supporting 
the treatment plan presented to them. 
The ultimate goal of a successful treatment plan is to reach a point of partnership 
between physician and patient, where they share responsibility for decision-making, 
which both engages the patient as an active participant and encourages the physician to 
open up to a two-way exchange of information (Eysenbach & Jadad, 2001).  Through a 
shared decision-making process (Barry & Edgman-Levitan, 2012; Lipkin, 2013; Lee & 
Emanuel, 2013; Elwyn et al., 2012), physicians introduce choice, describe options, and 
through integration of patient preferences, help them make decisions.  This model of 
decision-making is physician centered, as the physician initiates the information-seeking 
process by providing information vetted by the institution and a narrow range of 
treatment options. 
In this chapter, we have seen different ways of conceptualizing decision-making: 
Garro’s model, the smartphone-mediated model, and biomedically-driven shared 
decision-making model.  These models are not necessarily set apart— overlap throughout 
or intersect at different points in the process to address women’s specific health needs.  
The women I spoke with, when faced with critical moments or stigmatized conditions, 
took an active role in determining their care options, deciding if and when a clinical 
intervention would be appropriate.  Additionally, through navigating the extensive terrain 
of Google and other web platforms, they develop stronger web literacy skills learned how 
to better discern the validity of sources.  When women use their smartphones to search 
for health information and resources, they not only forge their own pathways to care, but 
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also become more active in the decision-making process, thereby developing a stronger 
sense of cellf.  	  
 
  
 
 
 
 
	  101 
 
	  102 
CHAPTER VII: CONCLUSION 
 
Through the preceding chapters, I sought to understand and present how women 
use their smartphones both to navigate their personal understandings of health and to aid 
in the decision-making process.  Figure 7.1, developed through my qualitative analysis of 
informant responses, illustrates the stages of decision-making as they relate to the 
“spiraling” cycle of health searching.  The figure represents the building of cellf through 
these processes, as women learn ways to identify their health needs, find language to 
share them with a clinician, and/or find ways to address them through self-care options. 
In Figure 7.1, the spiral6 on the far left, “Cycle of searching for daily health 
maintenance,” represents the dynamic, multifaceted nature of information seeking for 
general health knowledge, including nutrition, fitness, vitamins etc.; this would also 
include daily casual health-related web or social media browsing.  The construction of a 
spiral represents a cycle of cellf-health searching that starts at the “bottom” (the point 
where users initiate phone use for health information) and continuously builds up.  With 
each query, women build their understanding of general and personal health, while also 
identifying new forums to access, compile and/or share information.  When using apps 
and navigating health information online, they also develop stronger web literacy skills 
and are better equipped to discern the legitimacy of the sources they find.  Throughout 
this cyclical process, women encounter critical health moments in their lives, instances 
where they use information from online sources or apps to help them make decisions 	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  Adapted from North Salem Central School District’s “Spiral of Continuous Improvement” graphic; 
http://http://missionpedia.wikispaces.com/Spiral+of+Continuous+Improvement	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either for themselves or their family members, most often during a period of illness or 
injury.               
The flow chart on the right in Figure 7.1, “Searching in critical moments” details 
the decision-making process during these instances.  In addition to critical and time-
sensitive moments, where it is impractical to contact a clinician or enter a medical 
facility, it also refers to information and support individuals seek to cope with the 
emotional effects of a diagnosis or to access experiences shared by other patients.  
Financial considerations may also enter into this stage of information searching, as 
people may weigh the costs and benefits of visiting a hospital beforehand.  For those in 
poverty or lacking medical insurance, a virtual triage could provide a more financially 
viable alternative to visiting an E.R., depending on the severity of the condition.    
Reviewing this information could lead to two scenarios:  
1) individuals may decide to visit a clinician to address their health concerns, 
receiving a diagnosis/treatment, and from there they may accept the diagnosis 
without further inquiry; or,  
 
2) individuals may decide that they do not need to seek treatment in a clinical 
setting, that there is not a problem, or that they will “wait and see” if something 
more serious develops or if the issue will subside untreated.   
 
In scenario 1, individuals may decide to return to their online (or personal) sources of 
information to supplement the clinical information given, or to search for other health-
auxiliary information such as places to purchase treatments, experiences of other patients 
with the same condition, or advice on how to cover medical costs, to name but a few.  
Returning to the postphenomenological notion of mediated intentionality, the smartphone 
mediates the relationship between recognition (there is a problem), action (how to fix the 
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problem) and body (the effect of the decision).  Through the information Sylvia 
researched to identify if her daughter’s abdomen pain was a problem with her appendix 
or gas (recognition), she made the decision not to seek medical care (action) and waited 
until the pains subsided (body).  Tasha worried about the side effects of Depo-Provera, 
namely weight gain, and found testimonies from other women (recognition), and with 
that information, decided that she could mitigate these effects if she maintained her 
fitness levels (body).  This process is not static, nor is it a definitive representation of 
health-seeking realities, but merely an attempt to construct a working model of my 
informants’ experiences.  With the exception of herbal teas and vitamins, my informants 
privileged biomedical knowledge over other forms, subscribing to its language and 
categories.  However, there are many ways women utilize smartphones for health that do 
not necessarily fall into the institutional or biomedical ideas of health.  Rather, the 
construct of health is a shifting kaleidoscope—a fluid, continuous process with many 
pieces moving together, resulting in a customized vision of wellness.  
Smartphones have become ubiquitous in all aspects of life, health being no 
exception.  Beyond lay usage, these devices are quickly becoming a personal and 
professional tool for physicians.  Franko and Tirrell (2012) collected data from an online 
national survey of ACGME (Accreditation Council for Graduate Medical Education)-
accredited residency and fellowship programs.  Through questions addressing use of 
smartphones and app preferences, they found that over 85% of respondents used a 
smartphone, and over half used apps in their clinical practice, with drug guides being the 
most commonly used type (79%).  The most requested app types included textbook and 
	  105 
reference materials, classification/treatment algorithms and general medical knowledge.  
The smartphone’s influence on medical training and practice is promising, impacting the 
way students and clinicians interact with patients and patient use of web health 
information.   
As smartphone-mediated clinical processes gain prominence among physicians, it 
may in turn alter their perception of patient smartphone and web health use.  The type 
and severity of illness that patients face determines the direction they take in searching 
for health information.  Increasing physician awareness of the process and reasons behind 
Internet use among their patients will help foster better relationships between the two.   
Physician guidance and online suggestions may improve the results patients uncover in 
their searches, while supporting the treatment plan presented to them.  Additionally, it is 
important that physicians understand that the expert knowledge they possess is now 
accessible to the layperson in various forms.  A key component to bringing Internet 
information into acceptance is to train health care providers to better understand patient 
perspectives on Internet information and how it relates to their personal understanding of 
health.   
The demand for useful, high quality and reliable mobile health applications is 
growing, particularly among women.  In their recent systematic review of available apps 
addressing women’s health, Derbyshire and Dancey (2013) performed an iPhone 
database search and found 47 apps developed to improve women’s health.  These apps 
addressed a variety of health issues, from information and guidance during pregnancy to 
interventions supporting weight loss.  However, they suggest that certification standards, 
	  106 
peer-review systems and statements of evidential support would be beneficial in 
establishing credibility to future health-focused apps.  With the amount of apps available 
and information on the Internet, patients may look for answers and feel overwhelmed, 
doubting the validity of sources and complicating the path they wish to take regarding 
care choices.  Physicians should be aware of these difficulties and be open to hearing 
patient frustrations as well as guide them to other sources that they can understand.   
A number of health organizations are currently directing their research initiatives 
into the realm of digital health technology.  In January 2015, The Aetna Foundation 
announced their “Healthier World Innovation Challenge,” which would provide up to 
$4.5 million in grants to non-profit organizations that would develop digital tools to 
improve chronic health outcomes in underserved communities.  As outlined in the 
purpose, the initiative will “create solutions that will empower members of underserved 
populations to take control of their health with real-world solutions that fit into their 
everyday lives through technology they are already using” (Aetna Foundation Healthier 
World Innovation Challenge Overview).   In February 2015, Dr. Lois McCloskey of 
Boston University School of Public Health proposed an ethnographic study among low-
income women who have experienced gestational diabetes mellitus to develop a 
smartphone application that would facilitate health promotion after pregnancy, thereby 
preventing future development of Type II diabetes and related chronic diseases.  The 
study also proposed to consult nurses, physicians and community health workers to 
understand how a smartphone app would benefit their patients, as well as the functions 
necessary to facilitate clinical practice.  I joined Dr. McCloskey’s study as project 
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manager, and during the planning phases of the study, the applied dimensions of my own 
research have informed the development of data collection tools and provided insight into 
the ways women have used smartphones to address their health needs.  
The integration of health functions in smartphones has signaled a shift in the direction 
of tech product development.  However, with the millions of apps that already saturate 
the market, getting users to “buy in” to a new app proves especially difficult, even if it 
provides a needed service.  Introducing a new application platforms means that, once 
downloaded, users must maneuver through whole new set of functions, at which point 
they may not want to take the time to learn and stop using the app altogether.  If what I 
have discovered through my informants reflects a larger phenomenon, the key is to find 
ways to integrate health messaging into existing platforms that people use regularly.  For 
example, before speaking to my informants, I had no concept of the way people were 
using Pinterest to access health-related content; now understanding its appeal to users, I 
would suggest developers interested in health intervention apps consider integrating their 
strategies into the existing Pinterest functions, or modeling their platform after its 
interface.   
The release of each new health-related mobile application signals a growth in the 
potential for advancement of the cellf.  I introduced the postphenomenological concept of 
mediated intentionality at the beginning of this paper, providing examples of the ways 
smartphones help us navigate our physical and social worlds.  Though not every app or 
smartphone function proves useful, there are many that provide services and information 
that help users navigate health worlds, whether biomedically or individually defined.  My 
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informants turned to their smartphones frequently as their first access point to health; 
bearing this is mind, by finding ways to make the biomedical world a more personal and 
approachable entity through smartphones, we can improve individuals’ satisfaction with 
healthcare systems while also reaching those who do not have the means or access to 
regular care.           
In 2014, Apple introduced the “Health” app, which came included in their iOS 8 
system update.  The app provides a “dashboard” of health and fitness data, including 
cholesterol levels, calories consumed and burned, allergies and medications taken, heart 
rate and other related metrics.  As I sat outside the Galleria on the steps looking out onto 
the cascading fountain, I began speaking with Sharde, who sat with her 4-year-old 
daughter eating frozen yogurt.  Sharde shared her predictions about the future of vital 
health information integration into smartphones, touching upon many of the same 
functions as the iPhone “Health” app (though the interview took place months before the 
Apple upgrade): 
Sharde: I have a theory right, about what's gonna happen in the future with all this 
technology and our health stuff.  I feel like our cell phones are gonna be basically 
our medical portfolio.  It's gonna have everything, our blood type, all our past health 
stuff...all our like, just medical files, like everything's gonna be on your phone.  Like 
if you're passed out somewhere someone can just pull up your phone.  They see your 
phone on you and they'll just be able to grab whatever and then...yeah.  Everywhere 
you go you'll be able to.  If you're in another state and you're going to a hospital or 
something I feel like...it's gonna be on that type of level in the future because 
everything's on their phone now. 
 
Sharde’s theory aligns with apparatgeist theory, suggesting that advances in technology 
could signal further integration of smartphones into our medical identities, while being 
able to “read” a person through the vitals on their phone also reflects the notion of 
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hermeneutic embodiment.  But what does Sharde’s prediction ultimately suggest?  The 
consolidation of our personal health data takes empowerment a step further into 
ownership; owning our “medical portfolio” enables bodily sovereignty, the freedom to 
decide where and how and with whom our care lies.  The Foucauldian notion of self-care 
places responsibility of health into the hands of the individual, which the smartphone 
accomplishes both literally and figuratively.  By using smartphones to aid in the process 
of decision-making, women are taking ownership of their health, moving further from the 
structural, financial and geographic constraints of conventional biomedical care and 
further toward a model of cellf-care. 
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APPENDIX A: STUDY SITE AND MOBILE APP IMAGES 
I took the following photos and screenshots using the camera on my iPhone 4s.  
 
The CambridgeSide Galleria 
 
View of Galleria entrance and docking area of Lechmere Canal.  Charles River 
Boat Tours also pictured. 
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Close-up of Galleria entrance. 
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Seating area of the food court. 
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View of interior from the second level.  
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Informants’ Smartphone Applications 
 
 
Tasha’s favorite fitness Instagram account “@Mankofit.”
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Example of a @Mankofit video post. 
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Danielle’s fitness pins on Pinterest. 
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Danielle’s favorite fitness Instagram account “@getbodiedby_j” 
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Sylvia’s phone and wallet case. 	  
 
 
Screen Shots of PumpUp App and FitBit App (Recreated Through Researcher’s 
Phone) 
 
Introduction to “PumpUp” fitness app. 
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Introduction to “PumpUp” fitness app (cont.). 
 
 
Introduction to “PumpUp” fitness app (cont.). 
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 Examples of “what I’m eating” food inspiration.  
 
 
Examples of “Fitspo,” fitness inspiration. 
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A “before” fitness/diet image (left); user chronicling their workout challenges (right) 
 
 
FitBit app metrics. 
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Screen Shots of Gina’s “Eczema Flareups” Siri Search (Recreated Through 
Researcher’s Phone) 
 
 
Siri’s search engine results. Accessed on June 30, 2014 
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Siri search engine results for eczema (cont.). Accessed on June 30, 2014 
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! Bachelor of Arts in History of Science, History of Medicine 
! Senior Thesis: Visualizing Perfection: The Second International Eugenics 
Congress Exhibition and Visual Representation in the American Eugenics 
Movement, 1887-1921 
 
EXPERIENCE 	  
Project Manager, Boston University School of Public Health, Boston, Massachusetts  
January 2015- 
! Bridging Prenatal, Postpartum, and Primary Care for Women at Risk of Diabetes:  
A Pilot Feasibility Study of a Smartphone Application 
 
Data Analyst Intern, Protobrand, Boston, Massachusetts 
January 2015- 
! Boston-based consumer insight and brand strategy consultancy that uses metaphor 
elicitation and thematic coding for analysis 
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! Provided assistance in: 
! Insight development and strategy formulation  
! Questionnaire development and programming 
! Data cleaning, visualization and analysis (qualitative and quantitative) 
! Report preparation 
! Product branding and naming 
 
Research Affiliate, Center for Mobile Communication Studies, Boston University, 
Boston, Massachusetts  
July 2014- 
! Mentored & led discussions in MA-level research & methods course 
! Liaison between CMCS and GDM study with BUSPH 
! Hosted visiting scholars 
! Informally interviewed job candidates  
 
Community Health Associate, Healthy Habits Program, Cedars-Sinai Medical Center, 
Los Angeles, California 
September 2010-August 2013 
! Developed obesity prevention education curriculum and evaluation tools 
! Implemented curriculum in underserved communities in Mid-City Los Angeles, 
specifically among middle school students 
! Developed health and nutrition displays for pre-school and head start sites and 
conducted workshops for parents 
! Assisted in grant proposals for program funding 
! Participated in program evaluation including survey data collection and analysis 
and report summaries 
! Produced and edited videos as part of the program’s promotional materials      
 
Intern, Entertainment Industries Council, Inc., Los Angeles, California 
February 2010-July 2010  
! Researched for program areas including skin cancer, alcohol and drug addiction, 
mental illness 
! Composed press releases, multimedia/video presentations, funding proposals, 
informational briefings and newsletters 
! Assisted in production of the PRISM Awards 
! Worked with publicists, agents, managers and television networks to submit 
material for awards ceremony 
 
Outreach Mentor, Diversity Coordination Team, UCLA School of Public Health, 
Los Angeles, California 
November 2009—May 2010 
! Instructed high school students at the Health Services Academy campus on public 
health and other community related health issues.   
! Introduced career opportunities in public health. 
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Research Assistant, “Empower to Immunize” Project, STD Program, County Dept. 
of Public Health, Los Angeles, California 
July 2009—Sept. 2009  
! Conducted survey interviews with parents at St. John’s Well Family and Child 
Center to assess whether their daughter(s) received the HPV vaccine 
 
Substitute Teacher/Private tutor, Wildwood School, Los Angeles, California 
April 2007—September 2010,  
! Substituted in grades K-12 
! Duties at elementary level included assisting head teachers, teaching lessons, 
grading class work, supervising students.   
! Worked one-on-one with a student with learning disabilities throughout the school 
day, tutored after school. 	  
HONORS 	  
! Ruth and Martin Levine Scholarship, Boston University School of Medicine, 
Division of Graduate Medical Sciences, April 2014 
! Diversity Coordination Team Fellowship, UCLA School of Public Health and the 
California Endowment Foundation, November 2009 	  
 
